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put a new ending 


Old King Hal has many modern coun- 
terparts: executives who entertain... 
husbands who like “good eating.” wives 
who serve “something different” .. . 
children who like “gooey” sweets. But 
for each the aftermath is often un- 
comfortable. 


With Gelusil tablets or liquid, however, 
you quickly, soothingly relieve acute 
and chronic excessive gastric acidity! 
And Gelusil helps you manage the 
gnawing pain of peptic ulcer, too. 


Gelusil stabilizes burning gastric acid 


Pers ere 


on this old tale 


within normal pH range, usually in 
minutes. 


¢ Gelusil works fast 
¢ Gelusil is long-lasting 
¢ Gelusil won't constipate 


Your patients get nightlong, sleep- 
assured protection with new formula 
Gelusil-Lac. By combining Gelusil’s 
proven antacid action with the buffer- 
ing effect of high-protein, low-fat milk 
solids, Gelusil-Lac prevents “middle- 
of-the-night” gastric pain! 


there’s no laxative in Gelusil . . . Gelusil needs no laxative 


Gelusil’/ Gelusil-Lac 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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“Mediatric” will help make the “senior” years 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 
Available in tablets, capsules, and liquid. 


“MEDIATRIC,’ 


Steroid- Nutritional Compound 


IN PREVENTIVE GERIATRICS 


5660 


Ayerst Laboratories « New York, N. Y. * Montreal, Canada 
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What does the film tell you? 


30 = Letters to the Editor 
Ss Questions and comment by resident readers. 


47 Editor’s Page 
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New Product 


CONTROL 
BLEEDING 

dining and | € 
after iungery 


° 
~ 
(ORGANON) § 
A COMPLETE SYSTEMIC HEMOSTAT a) 
Adrestat complements the surgeon’s skill by providing a new concept g 
in the control of operative and postoperative bleeding. It promotes re- m 
traction of severed capillary ends and controls capillary bleeding and . 
oozing; prevents bleeding due to hypoprothrombinemia; and prevents e 
or corrects abnormal capillary permeability and fragility. Indicated in ‘ 
virtually every surgical procedure and in hypoprothrombinemia. 3 
AVAILABLE: 5 
ADRESTAT capsules and | ges, each containing: 
(present as Carbazochrome Salicylate*, 65.0 mg) 
Sodi Menadiol Diphosphate 5.0 mg 
(Vitamin K Analogue) Artiel 
Hesperidin, Purified .. 50.0 mg public 
Capsules in boxes of 30; Lozenges in boxes of 20 aie 
ieatic 
ADRESTAT (F) —I-cce ampuls, each taining: intere 
5 mg Adrenochrome Semicarbazone (present as Carbazochrome Salicylate*, 130.0 mg) > 
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publication with the under- 
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tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tocraphs, illustration or draw- 
ings are especially desired. 
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specify the buffered “predni-steroids” 
to minimize gastric distress 


combined steroid-antacid therapy... 


*Co-Deltra’ or ‘Co-Hy- 
deltra’ provides all the 
benefits of “‘predni-ster- 
oid” therapy and mini- 
mizes the likelihood of 
gastric distress which 
might otherwise impede 
therapy. They provide 
easier breathing—and 
smoother control—in 
bronchial asthma or 
stubborn respiratory al- 
lergies. 
supPLieD: Multiple Com- 
Tablets ‘Co-Del- 
tra’ or ‘Co-Hydeltra’ in 
bottles of 30, 100, and 500. 


Tablets (Prednisone buffered) 


set 
magnesium 


icate. 
MERCK SHARP & DOHME 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are DIVISION OF MERCK CO., INC. 
registered trademarks of MERCK & Co., INC, PHILADELPHIA 1, PA. 
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Anesthesiolo 
J. Adriani, M. 
Anesthesiology, 
New Orleans. 


Max S. Sadove, 
of Anesthesiolog 


Director, Dept. of 
arity Hospital of 


.D., Director, Dept. 
niv. of Illinois. 


Dermatology 
Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, NYU. Postgraduate 
Medical School. 


Medicine 
William B. Bean, M.D., Professor of 
Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor of Medicine, Harvard Medical 
School. 


C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 


Obstetrics-Gynecology 

Alan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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athology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 


Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 

= Superintendent, Bellevue Hospital 
nter. 


Surgery 

Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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In 1921 Charles H. 
Best, then a second 
year medical student, won the 
toss, and with it the opportunity 
of serving as Frederick Banting’s 
assistant in the experiment which 
led to the extraction of insulin 
from dog pancreas. 


Little was expected from the 
young orthopedic surgeon and his 
student assistant, and they were 
given permission to use the physi- 
ology laboratory in the University 
of Toronto for only eight weeks. 
What could they hope to accom- 
plish—in ligating the pancreatic 
ducts of dogs and extracting the 
residue six weeks later—when the 
best trained physiologists had not 
succeeded in proving that the pan- 
creas had an internal secretion? 


Banting and Best’s success in ob- 
taining active extracts from the 


new scientific 


team was born 


pancreas was the first in a long 
chain of therapeutic advances in 
the treatment of diabetes melli- 
tus. Though insulin was a life- 
saving discovery, the inconven- 
ience of multiple daily injections 
made it necessary to search fur- 
ther for means of prolonging its 
action. The combination of insu- 
lin with protamine and zinc in- 
creased the duration of effect, but 
also increased the time lag be- 
tween injection and onset of 
effect. To eliminate the need for 
mixing the long- and short-acting 
insulin preparations just before 
injection, it was necessary to de- 
velop a form whose duration of 
action was intermediate. Globin 
Insulin, developed by Reiner, 
Searle and Lang in The Well- 
come Research Laboratories, is 
such a product—one which, by a 
single daily injection, can control 
most diabetic patients. 


GLOBIN INSULIN ‘B. W. & CO.’* 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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(Answer on page 202) 


ACROSS 


|. A fine mince or mush 
of tissue in which the 
cells are for the most 
part intact. 

. All (Gr. prefix) 
A skin disease occur- 
ring in Madagascar 

. Articulations 

. Becomes less severe 

. Eye-bali (Poetic) 

. Unit of velocity 

Accompanyin 

. Surgical amp! itheater 
abbr. 

reposition 

. Possessive pronoun 

. Dram 

. Pull up, as a lid 

. Thyroid Stimulating 
Hormone (abbr.) 

. Technical term 

. Thinnest cerebral cover- 


ing 
. Canticle 
elastic band- 


q Electrici (prefix 


. Triethylene melamine 

. Mother (colloq.) 

. Beverage 

. Triump' 

. Titanium (symbol) 

. United States Pharma- 
copoeia (abbr.) 

. American Medical As- 
sociation 

. Not existing indepen- 
dently 

degree of 


b to the foot 


. Pai 
A point 
. Kidne 
. Liquid dose 
. Center of (pc.) 
. Barium (sym 
$6. Indicating with- 


. To cease to live 

. A light blow or stroke 

. Deuteron 

. Castrated male 

. English malaria investi- 
gator 

. Product of inflammation 
Moschus 


DOWN 
. Brought into existence 


3 ‘a 
. In (prefix) 
. Pruritic 
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. Arabic “ss 


Opposed t 


old 
. Salt cere in salt-free 


diet 


. Colorless gas 
. —e tse, African fly 


. Loo 
. Intermediate 
Upper extremity 


. Stone (comb. form) 

. Instrument for deter- 
mining resistance 

. The pyramidal is one 


. Right sacroanterior 


Sac 


Pastry 
28. nitrous acid 


. The sternum with costal 
cartilages attached 

. Painful tonic muscular 
contraction 

Drying cloth 


34. Electromagnetic units 


abbr.) 
everage 


Nothing 
. Minima| infecting dose 


abbr. 
q a part of the neck 


artly decomposed 
vegetable matter 


. Age (Lat, abbr.) 


37. 
39 
( 
43 
4s. 
48 
49 
50. 
52. 
54. 
57. 
59. 
60. 
62. 
65. 
68. 
70. 
71. 
72. 
74. 


. Hasty 


Pi mentation of skin 
Inflammation of a 
muscle 

Immerse 

Cleansing agents 
Mucous discharge 
Immersion of the body 
in water 

Nothing 

Ligate 


iorsum 

Left occipitoposterior 
Product of inflammation 
Doctor of Osteopathy 
Greek "'N" 

—cleus, essential part 
of cell 
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now “... care of the man 
rather than merely his stomach.’ 


controls 


\ 
gastrointestinal dysfunction 
at cerebral and petipheral levels 


tranquilization without 
barbituratg ‘loginess 


spasmg ysis without 
bellad@mma-like side effects 


for gastric uleer * intestinal colic 
spas colon» ileitis * esophageal spasm 
symptoms of anxiety states 


Milpat 


Miltown® (meprobamate) 
400 mg. (2-methyl-2-n- 
Propyl-1, 3-propanediol 
dicarbamate) 

U. S. Patent 2,724,720 - 
tridihexethy] iodide 25 m. 


1 - phenyl! - 1 -propanol-ethiodide) 


1 Wolf & Wolff, Human Gastric Function 
WALLACE LABORATORIES New Brunswick, N.J. —_Litereture and samples on request 
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Viewbox Diagnosis 


Edited by Maxwell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
and Di of Radiology, Bellevue Hospital Center 


What Is Your Diagnosis? 
1. Normal 3. Carcinoma of the stomach 
2. Gastritis 4. Extrinsic disease 
(Answer on page 202) 
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RHEUMATOL 
ARTHRITI 


Long-term studies in this count ry and@ abroad have shown 
that the antima drial ABAGEN phosphate prodiiced — jor 
imiprovemént in of rheumatoid arth riti- 
Aralen was often sucegssful where other agents failed. 
Remisaions persisted for many months af:er rapy 
had been discontinued. 


Pain and tenderness. relieved. Mobility, inercased 
diminished or disappeared. Muse str: th 
improved. Rhetimatic nodulee Mappes “ed. 
of arieed de Heemity improved. 


fonts’ felt ‘and looked T, Exércis« tole 
iner@ased. Walking speed and hand grip oved 


— 
J 
: Oct 


a psychic energizer 
(the opposite of a tranquilizer ) 


Q. What is the dosage of Marsilid? 


A The daily dose should not exceed 150 mg (50 mg t.i.d.). In 
™ patients who are not hospitalized, the dosage should be reduced 
after the first 8 weeks to an average of 50 mg daily or less. Marsilid is a 
cumulative drug requiring careful individual dosage adjustment. 


Side effects due to Marsilid are reversible upon reduction of dosage 
or cessation of therapy. It may cause constipation, hyperreflexia, pares- 
thesias, dizziness, postural hypotension, sweating, dryness of mouth, delay 
in starting micturition, and impotence. 


When is Marsilid contraindicated? 


A Marsilid is contraindicated in overactive, overstimulated or agi- 
™ tated patients. Marsilid therapy should be discontinued two days 
before the use of ether anesthesia. It should not be given to epileptic 
patients, or together with cocaine or meperidine. 


Marsilid is supplied in scored 50-mg, 25-mg and 10-mg tablets. 


MARSILID® PHOSPHATE — brand of iproniazid phosphate (1-isonicotinyl-2-iso- 
propylhydrazine phosphate) 


HOFFMANN -LA ROCHE INC + NUTLEY 10 » NEW JERSEY 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


Manpower Source 


Thank you for an excellent article 
on Practice Location. Will you 
please tell me where to send for 
the “Health Manpower Source Book” 
you mentioned in the article of the 
July issue. 

Geoffrey Berry, M.D. 
Vanderbilt University 
Nashville 5, Tennessee 


© The Government Printing Office 
(Washington 25, D.C.) has the 
source book available in seven parts; 
Physicians (40c), Nurses (40c), 
Medical Social Workers (40c), Coun- 
ty Data (40c), Industrial Positions 
($1.75), Medical Record Librarians 
($1.00), Dentists ($1.25). Complete 
(seven parts) volume, $5.50. 


Home and Office 


This is my fourth and last year 
as a resident physician in obstetrics 
and gynecology. I am interested in 
obtaining office layouts and plans 
with dimensions. Would you be able 


to help me or direct me to where 
I may be able to procure such plans. 
I have found your publication most 
helpful, informative, as well as en- 
tertaining. 
Jerome Abrams, M.D. 
Philadelphia 43, Pennsylvania 


I am in my last year of residency 
training; and, hope to open an office 
for the practice of internal medicine 
in July 58. At the present time, | 
am interested in building house and 
office combined; but, have been un- 
able to find sketches, blueprints, sug- 
gestions, or ideas concerning same. 
Would greatly appreciate receiving 
whatever information you may have 
or whom I may contact concerning 
same. 

Thank you for your very fine co- 
operation. 

Paul R. Weis, M.D. 
Sacred Heart Hospital 
Allentown, Pennsylvania 


© Project underway.. It will result 
—Continued on page ‘6 
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OPENING AN OFFICE 
most A. S. Aloe Company has a plan to help you 


en- 


Since 1860 A. S. Aloe Company has helped three generations 
M.D. of physicians open their offices. Whether you plan to begin 
practice or re-equip an office, we can serve you. 


A National Institution: We have 13 shipping points; more 


rd than 200 representatives with residences near you. 
at Equipment Check Lists. Cover everything required to outfit 
icine ryting req 
a your office, from hypodermic needles to X-ray machines, 
joe with both itemized and total cost. 
a Planning Service. Suggested room layouts scaled to size 
sug- to help you evaluate your needs. 
ame. Tailored Payment Plan. There are no interest charges 
ving under our regular “new office” extended payment plan. 
have Location Service. Aloe representatives know of many attrac- 
ning tive locations for beginning practice. A statement of your 

preferences will be published to our field force. Write or 
: oo see your local representative for details. 
aD. SINCE 1860 

. A. S. ALOE COMPANY 


1831 OLIVE ST., ST. LOUIS 3, MO. 


LOS ANGELES PHOENIX SAN FRANCISCO SEATTLE DENVER MINNEAPOLIS 
KANSAS CITY DALLAS NEW ORLEANS ATLANTA MIAMI WASHINGTON, D. CG. 
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—Continued from page 30 


in two or three articles concerning 
the design and construction of a 
home-office combination. 


Comment and Reply 


Although “The Resurrector of 
Vanderbilt” by Dr. James A. Knight 
(Resident Physician July 1957, Vol- 
ume 3, No. 7) is an interesting im- 
pression of a familiar personality, 
I don’t believe the author is qualified 
to describe the hero “Bill,” as “a 
leader among Negroes of the Nash- 
ville community.” In fact, I would 
say that such a statement reflects 
not only the author’s appalling ignor- 
ance of Negroes in Nashville but 
of Nashville and people in general. 

Of the nine universities and col- 
leges in Nashville, three are Negro. 
Of the two medical schools, one 
is Negro. At the time Dr. Knight 
attended Vanderbilt, two of the 
Nashville councilmen were Negro 
attorneys. 

Certainly not in that “community” 
or in any other society of intelligent 
people are the body snatchers or 
school janitors regarded as leaders. 
Out of all fairness, a more accurate 
appraisal would have been that 
“Bill” was a “leader” (if you can 
use that word) in the Anatomy Dis- 
secting Laboratory of Vanderbilt 
Medical School. 

Houston Brummit, M.D. 
V. A. Hospital 
Brooklyn, New York 


¢ Intended was the implication, of 


36 


course, that “Bill” had gained con. 
siderable stature among his circle 
of friends in the Negro community 
of Nashville. As you have pointed 
out, however, that is not the way 
the article defined his position. 
The author replied as follows: 
“Dr. Brummit is right in chal- 
lenging my statement that Bill was 
‘a leader among Negroes of the 
Nashville community.’ I meant only 
to imply, as you mentioned, that 
Bill had gained considerable stature 
among his friends in the Negro 
community of Nashville. I think it 
unkind and unfair to say that his 
leadership and influence were limited 
only to the Anatomy Dissecting 
Laboratory of Vanderbilt Medical 
School. He was a very capable per- 
son, and though humbly employed. 
dreamed of and worked for a better 
community for his people and all 
people. He saw to it that his chil- 
dren received the excellent and for- 
mal educational training which was 
not available. for him during his ad- 
venturous youth ... I am grateful 
for Dr. Brummit’s help in clarifying 
my phraseology. All he says about 
Nashville and its progressive Negro 
community is true. Nashville has 
tried to face its problems more real- 
istically than many other Southern 
cities, and it is inspiring to know 
so many in the city who are working 
to build a community of freedom. 
good will, and opportunity for all 
without artificial restrictions and 


—Concluded on page 42 
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She’s nervous—and depressed at the same time: “I just can’t 
get interested in anything.” 


You feel that a “tranquilizer” will probably relieve her 
nervousness—but not her depression. On the other hand, 
stimulants will relieve the ncpmaaiilices may magnify 
her nervousness. 


In this type of patient, a clinical trial with Dexamyl* often 
produces gratifying results. ‘Dexamyl’, a “‘normalizing”’ agent, 
relieves both anxiety and depression and imparts to your 
patient a sense of cheerfulness, optimism and assurance. 

A combination of Dexedrine* (dextro-amphetamine sulfate, 
S.K.F.) and amobarbital, ‘Dexamy!’ is available as tablets, 
elixir, and Spansule* sustained release capsules (two strengths). 


Made only by Smith, Kline & French Laboratories, Philadelphia. 
*T.M. Reg. U.S. Pat. Off. 
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—Concluded from page 36 
barriers. When I finish my residency 
training in psychiatry, maybe I'll 
locate there.” 


James A. Knight, M.D. 
Resident in Psychiatry 
Charity Hospital of Louisiana 
New Orleans, Louisiana 


Resident Training 
With regard to your editorial in 
the July Restpent Puysician on the 
House Staff Educational Program, 
I certainly agree that the repetitive 
nature of didactic courses reaches a 
point at which second and third 
year residents get little return from 
them for the time spent. However, 
the suggestion that education should 
be standardized at the level of 1924- 
27 and no attempt made to improve 
the teaching programs of our hos- 
pitals with regard to methods of 
education, is a suggestion not often 
made these days. 

Brooke Army Hospital 
Ft. Sam Houston, Texas 


© We did not intend to suggest that 
graduate education be standardized 
or frozen at the level of 1924-27. 
The point we attempted to make 
was that formal training programs 
at the resident level were often 
sterile, and that work with patients 
by a resident who, in a sense, was 
apprenticed to his attendings, offered 
itself as a satisfactory method of 
graduate education. 


Enjoys Reading 


Enclosed is my application for the 
REsIDENT Puysician. I enjoy read- 
ing borrowed copies of The Resident 
and will appreciate receiving it my- 
self. 

Philip J. Reilly, M.D. 
Sacramento County Hospital 


Mediquiz Helpful 


In preparing myself for National 
and State Boards, I find your Medi- 
quiz very helpful. Therefore I won- 
der, if you would be kind enough 
to send me older copies of the Medi- 
quiz, i.e. prior to your March edi- 
tion. If necessary, I will be glad 
to return them to you again. 

Claus W. Reichle, M.D. 
Massachusetts General Hospital 
Boston 14, Massachusetts 


Interested 


I’m very sorry to inform you that 
I haven’t received a copy of your 
publication PHysIcIAN. 
You know, I have been interested 
in reading this publication even 
though I was just an intern because 
I gain lots of things from the journal 
especially the CPC, Viewbox Rx, 
etc. 

Please let me know if you need 
some more information regarding 
my status. Thanks. I’m hoping you 
include my name when you send 
copies next month. 

Louis S. Tan, M.D. 
Maricopa County General Hospital 
Phoenix, Arizona 
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on re to Take My Residency? 

Ke Your editor is frequently questioned by his students 

slad and interns about the type of hospital, voluntary or 
governmental, teaching or non-teaching, in which they 

A.D. should séek internships, or residency training. This 

| is a difficult question to answer, but at the risk of hav- 
ing my own views questioned by many of our readers, 
I will have a go in print at this problem. 

To begin with I will say, and I think most doctors 
that would agree with me, that in general, there is more 
four intellectual ferment in the wards of a hospital in which 
IAN. required teaching of undergraduate medical students 
sted is undertaken than in those of most non-teaching hos. 
een pitals. I say “in general,” because I know of several 
— hospitals which have no medical school affiliation, but 
na which do have excellent educational advantages for 

- interns and residents. These non-teaching hospitals 
—_ have always had good research programs underway. 
ling However, it would be wise for the prospective intern 
you or resident who is considering a service in a non- 
end teaching hospital, to evaluate carefully its educational 

program in relation to other hospitals enjoying the 
same status. 


The old saying that “all that glitters is not gold” 
should be remembered in this respect. 
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For internships, one should consult the annual re- 
ports of the matching plan organization to see how 
the hospital he has in mind has been doing in the 
past. If over a period of two or three years the hos- 
pital has not done well, be on your guard. Also, if 
the hospital pays its interns well above the going rate, 
again move cautiously. 

When thinking about whether one should have his 
residency in a governmental or a voluntary hospital, 
one has to consider first the various governmental 
levels involved. We all know that where there is gov- 
ernment control, there is certain to be more or less 
bureaucracy and paperwork. Hence, the administra- 
tion of the hospital will certainly be felt, if not seen 
in action, by the interns and residents. This cannot 
be otherwise, because strict accountability for the 
proper expenditure of the tax dollar (which we all 
desire) breeds bureaucracy. (Do it in quadruplicate! ) 

In fairness, it must be stated that in a number of 
state university hospitals, the administrative hand has 
been so well sheathed as to be essentially invisible. 

The provision of adequate maintenance, personnel, 
proper supply budgets and organization is essential 
for a good patient care, and hence, a good educational 
environment in a hospital. It has been my experience 
that these factors are in good shape in the federal 
hospital system at the present time and, as far as I 
know, in the state university hospitals. 

Of course, all I have just said can be true of a 
voluntary hospital whose funds have not permitted of 
proper maintenance, or the procurement of adequate 
personnel or supplies, and whose administration is 
being harassed by a worried board of trustees trying 
to make ends meet. 

As city, county and certain other governmental hos- 
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pitals are generally set up for the care of medically 
indigent or indigent patients, the wealth of clinical 
material in these hospitals is frequently extraordinary; 
as a rule the intern op resident is given more responsi- 
bility and, I know at times, less supervision than in 
many voluntary hospitals. This, for many interns and 
residents, may be a maturing and welcome experience. 
But I am not so certain that it is always best for the 
medical care and treatment of the patients because, 
only too frequently, these hospitals are overcrowded, 
the interns and residents just have too much to do; 
the result is that their patients do not always get 
meticulous care. However, I must reiterate that in 
many of these hospitals a variety and volume of clini- 
cal material exists such as is rarely seen in voluntary 
hospitals. 

Finally, I would like to point out that in general 
hospitals, dealing supposedly (many don’t) with 
acutely ill patients, an intern can adequately take care 
of from ten to fourteen patients. In this type of insti- 
tution, a ward resident should be able to supervise 
his interns carefully while maintaining high levels of 
medical care and yet be responsible for up to thirty 
patients. When looking for a position on the house 
staff of a hospital, I would advise you to check to see 
how many patients will be your responsibility during 
peak loads. Personally, .I think that living quarters, 
time on and off, food to a certain degree, and recrea- 
tion facilities are of secondary importance when ade- 
quate clinical material, an excellent physical environ- 
ment, and an intelligent, enthusiastic attending staff 
are available. That’s when you learn and have fun 
in learning. 


Pari. Fong, 


Personal report on a private practice 
My 


F irst apartment and installments on 


Paying rent on an office, an 


an office equipment loan nearly 
pushed the author under. But 
with a part time job and an- 
other doctor invited in to share 
In office space (and expenses), this 

pediatrician managed to hang 


Pediatrie on until income exceeded out- 


go. Here's how he did it. 


Year 


Practice 


William O. Parker, M.D. 


r 
l here are at least two ways to open your own practice. 

I chose the wrong one. 

Not that I elected to begin as I did. It just happened that 
way—mostly, I think, because I didn’t have any money with 
which to finance a real beginning. 

You can be recommended, referred, invited, commanded, 
induced, lured or even begged to locate in a certain area. 

In these situations, hospital affiliation is generally assured, 
and because of immediate referrals, your practice is practically 
guaranteed. 

Or, you can take the hard road. You can go into an area 
which, though attractive, is crowded with physicians of your 
specialty and where hospital affiliation is a matter of being 
placed on a long waiting list. 

If you decide upon this last course, be prepared to starve. 
I wasn’t prepared; not having a cash reserve definitely added 
to my difficulties. 

By my final residency year, I had already decided to locate 
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a suburban area, somewhere on 
outskirts of the city where I was 


n and educated. By thus limit- © 


the possibilities, perhaps my 

rch for a specific location was 

ude easier. Better than if I first 

had to consider the entire U. S. be- 
fore deciding. 

But it certainly was no snap the 
way I did it—and I doubt that any- 
one has tramped through more su- 
burbs than I have. 

My wife and I spent our weekends 
visiting towns, villages, housing de- 
velopments, drug stores, and offices 
of physicians located in various 
areas. 

We knocked on doors, asked ques- 
tions and gradually came to a 
rather discouraging conclusion. I 
was three years too late. 

Whenever I questioned a physi- 
cian about the possibilities in his 
area, the answer was usually polite 
but pessimistic; the reply would 
come: “We’re crowded here right 
now. I don’t believe you would do 


| NE 
PEDIATRICUN 


xz NO 


J. MOODY M 
JEDIATRICS 
Pp MI 


ab 
PEDIATS 


TR 
DRE 


PEDIATRICS 
D.JONES 
M.D, 
PEDIATRICIAN 


J. BROWN 
PEDIATRICS 


FESS)ONAL 
BUILDING 


tl 
EXK 
— 
= 
| 
Li 
fit October 1957, Vol. 3, No. 10 51 


well here. Now if you’d been here 
a few years ago...” 

The interviews often ended with 
a suggestion to “try that new de- 
velopment about five miles down the 


We continued to try “that new 
development” and soon ended up in 
the farming area. A condition of 
“over-population by physicians” 
was encountered continually. 

Pharmacists were not too encourg- 
ing. I suppose they wanted more 
physicians in the area—but yet, 
they didn’t give me a bum steer by 
encouraging me when they felt my 
chances for success were doubtful. 

Real estate salesmen, on the other 
hand, were inevitably optimistic. 
They filled me full of ‘statistics’ on 
the many houses they were going to 
build and how many people would 
be living there in the near future. 
However, doctor friends of mine 
who had opened in housing develop- 
ments had warned me. I decided 
not to base my choice of location on 
future growth as estimated by real 
estate people. Too frequently when 
a housing developer says he intends 
to build 1,000 homes in the area, 
what he really means is he will 
build 50 and if these 50 sell well, 
he will build another 50 and so on 
down the line. 


As the time of completion of my 
residency drew near, my wife and I 
agreed that we would forget about 
where a _ pediatrician might be 
needed. We'd choose a place where 
we would like to live. 
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Other pediatricians had the same 
idea before me. There are 14 pedi- 
atricians in the town where I now 
practice, an area with a population 
of about 60,000. 


House and office 


Once I had decided on the area, 
it was time to look for a home and 
an office. Since my finances were 
extremely limited, I couldn’t afford 
a house in the area because of low 
mortgages available and large down 
payments required. So I decided to 
take an apartment and rent sepa- 
rate office space. 

This, I calculated, would not cost 
me too much more than a house, 
and yet, I would not have to go into 
debt to borrow a down payment for 
a house. 

I then selected office space in a 
new professional building nearing 
completion. The building was and 
is a handsome, one-story structure, 
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air conditioned, close to shopping 
and transportation. The rent was 
also handsome: $200 a month for 
the smallest area imaginable. 

In equipping my office, I took ad- 
vantage of a G.I. loan. Though I 
was conservative in my choice of 
equipment, I somehow managed to 
spend $4,650. This included basic 
office equipment costs plus a small 
x-ray and an EKG. 

I received much good advice from 
equipment salesmen. (I discovered 
that even though they are in busi- 
ness to sell, they attempted to steer 
me away from bankruptcy by sug- 
gesting a moderate equipment pro- 
gram to start out with.) 

Another source of helpful in- 
formation was the pharmaceutical 
detail man, especially those who spe- 
cialize in the pediatric field. These 
men have been in many pediatric 
offices, know pediatricians through- 
out the area, and had suggestions 
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concerning office equipment and 
office layout which they had seen 
employed successfully by other phy- 
sicians. I was told of mistakes 
other physicians had made and thus 
avoided certain pitfalls. One 
pharmaceutical house printed my 
announcement cards, prescription 
blanks and appointment cards free 
of charge. 


Shared space 


As you can imagine, my overhead 
from the beginning was high. I 
tried to cut down some by subleas- 
ing my office to another physician 
for a few days a week. 

I was lucky enough to find a young 
internist who just moved into town 
and who was willing to share my 
office space and expenses. This took 
a tremendous load off my mind and 
pocketbook. Having no practice to 
start with, there was plenty of free 
time for this internist to use the en- 
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tire office on certain days. He is 
still using this space. His subspe- 
cialty is cardiovascular diseases. 

We have been together for over a 
year now and the arrangement has 
worked out extremely well. I have 
referred him cases, not so much be- 
cause he is a friend of mine and 
happens to share my office but be- 
cause he is an extremely competent 
physician. In turn, he has referred 
me a few children of his adult pa- 
tients. He pays approximately half 
of my office expenses. 


Fees 


When I opened in town, I began 
to ask questions of my friends and 
the few doctors I knew. I came to 
the conclusion that the average office 
visit for the pediatrician in my area 
was $10 for the first office visit, $5 
for each subsequent visit. The av- 
erage home visit was $8. I decided 
to adopt the same schedule, but I 
had difficulty sticking to it. As a 
young physician just starting out 
and used to doing things for nothing, 
often I felt guilty in accepting $5 or 
$8 for a few minutes with a patient. 

When any of the few patients I 
visited in the first days of my prac- 
tice raised an eyebrow (or if I 
imagined they did) when my fee was 
mentioned, I quickly cut my fee to 
$7 a house call or even $6. 

I found it a problem to hold to 
my fee schedule when a patient said: 
“Doctor Blank only charges $6 for 
a house call.” Although I felt Doctor 
Blank had every right to charge $6. 
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especially since he is a general prac. 
titioner, I soon found I got nowhere 
trying to explain the difference be. 
tween a general practitioner and a 
pediatrician to my patients. They 
felt that Doctor Blank took care of 
sore throats and I took care of sore 
throats. We both gave the same in- 
jections. And the children both got 
well at the same time. Yet, Doctor 
Parker charges $8 and Doctor Blank 
charges $6. 

Consequently, my fees during the 
first year varied. This led to com- 
plications because patients talk to 
other patients; they usually discuss 
the doctor’s charges, too. 


Hospital appointment 


I was lucky that I was able to se- 
cure a good hospital appointment in 
the area where I practice. In the 
first year I hospitalized three _pa- 
tients. One was diagnosed croup: 
two were suspected appendicitis. 
The croup was in the hospital for 
three days and was discharged with- 
out complications. One suspected 
appendix went on to surgery with an 
acute appendix. One suspected ap- 
pendix was discharged without sur- 
gery after an over-night stay. 

My croup case is still my patient. 
even though as I think back now. 
the child possibly did not require 
hospitalization because it was prob- 
ably a simple spasmodic croup and 
not laryngeo-tracheo bronchitis; m) 
inexperience and uncertainty made 
me hospitalize the child. 

The appendicitis that turned oul 
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to be an acute appendix is still my 
patient and the parents are grateful 
to me, convinced that I saved the 
hild’s life. 

The false appendicitis, was ad- 

iitted because the child had a se- 

re belly ache with pain in the right 
‘ower quadrant, a low grade temper- 
ature and some vomiting. After ad- 
mission and observation for 12 
hours, it was decided with surgical 
consultation that the child had no 
appendicitis. The parents were an- 
noyed. They had a hospital bill. 
surgical consultation, and my bill 
for a home visit and hospital atten- 
tion. 

They can’t understand why they 
had to spend so much money for 
something that was not an appendix. 
After all, their former physician 
“never got excited when the child 
had a belly ache” and never hos- 
pitalized the child because the child 
“had a pain in the right lower side.” 
They paid my bill but they now use 
another physician. 

My older friends in the commun- 
ity laughed at my concern and told 
me it would happen often. They 
stid I was better off without such 
patients. Maybe so. But when you 
can count the number of patients 
you have on your fingers and toes, 
each patient becomes very important 
and precious and it bothers you 
very deeply. 


tliness and fear 


I have learned that while I would 
rever lie to a patient it does not pay 
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to minimize any illness. By that I 
mean, if a child has pneumonia and 
the parents are worried, it is a fre- 
quent tendency of mine not to worry 
them with the fact that the child has 
pneumonia but just to say that the 
child has a severe bronchitis. (Like 
cancer to the adult, the word pneu- 
monia still terrifies young parents.) 
I usually say: “Don’t worry, your 
child will be fine.” The fact that 
all have been “fine” is fortunate. 
As a result of my procedure, I have 
not been viewed as a lifesaver by 
many parents. Appreciative of my 
attention, parents are seldom over- 
whelmed with my competence as a 
physician since I perform no “mir- 
acles.” And though I think I may 
have erred in my “don’t worry the 
parents” philosophy. other physi- 
cians exaggerate to the opposite ex- 
treme. They have a child with 
bronchitis and they raise the possi- 
bility of a pneumonia in the par- 
ent’s mind. 

These physicians often “save 
lives every day” and develop a tre- 
mendous reputation in their com- 
munity among laymen. 

I am learning gradually to reach 
a middle ground. I would not lie 
or exaggerate. But it does not pay 
to hide the seriousness of a condi- 
tion which is definitely serious. It 
does you no good and if something 
happens that the worst possibilities 
become fact, it could only do you 
harm. 

I took a job in my first year with 
a health department in the city near 
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my practice. I would have preferred 
a school job in the community 
where I live for obvious reasons but 
these jobs are taken up by old tim- 
ers who have held them for many 
years. I was told immediately by 
young physicians in my area that 
school jobs were out. 

The child health job paid me $13 
for three hours work which, while 
it doesn’t seem to be a lot of money, 
did pay some bills. And since I 
wasn’t doing anything anyway with 
my time, it was certainly worth- 
while. 

As my practice gradually im- 
proved I cut down the time that I 
put in the child health bureau from 
five days a week to four days a week 
to three to two and finally just 
stopped completely. A sign of suc- 
cess, I suppose. 

I did insurance examinations, too, 
for awhile. These paid $7.50 an ex- 
amination. While the examination 
only took me about 15 to 20 minutes, 
I usually had to travel long dis- 
tances to make the examination. I 
preferred doing them outside my 
area because these examinations 
were usually on adults, and it was a 
bit embarrassing when the person 
being examined knew I was a pedia- 
trician. 


Referrals 


I had a little problem in referring 
children to a competent consultant. 
The problem was to find a good spe- 
cialist in the field who would co- 
operate; support me in my diagnosis 
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. This article is the first of a series 
dedicated to the proposition that 
all residents are interested in 
knowing how it really is in that 
first year in private practice, 
Our authors (pseudonyms are 
used) are young physicians who 
have been in solo practice less 
than two years. Their experi- 
ences in getting started in their 
specialties are based on current 
conditions, social, professional 
and economic. Yet, a caution is# 
in order. Obviously, since these 
reports are highly personal ac- 

cannot be con- 


counts, they 
sidered average or typical. 


The causes and effects re- 


if possible. If my diagnosis and 
treatment was completely out of 
line and had to be changed dras- 
tically, I wanted a specialist who 
would confirm to the parents that, 
at the time, I was doing the right 
thing. 

I made the mistake of sending a 
child to a consultant I did not 
know. I later learned that the con- 
sultant told the parents my diag- 
nosis was completely wrong, my 
treatment was completely wrong and 
it was a good thing the patient got 
to him in time because it was almost 
too late for him to do anything. 

Parents usually have a physician 
for their children, may have an ob- 
stetrician for the mother, but very 
frequently don’t have a physician for 
themselves. 

Often, they ask me to refer them 
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1 im one man’s account 
cessarily reflect his person- 
ity, character, financial back- 
(or, more commonly, lack 
same), as well as his pro- 
ional schooling and residency 
ground. Still, we didn’t pur- 
ely beat the bushes for odd- 
l characters. We tried to 
ect average beginning special- 
One thing is certain: In these 
icles you will find practical 
formation which will help you 
id mistakes, by-pass some of 
agony, and guide you to a 
pother, more knowledgeable 
nsition from residency to pri- 
practice. 


to a “good doctor.” At first I used 
to spread out my referrals to the va- 
rious internists in town, figuring that 
this was a good way to make friends. 
I then found that this did me harm 
because most of the internists in 
town, while board qualified or hold- 
ing boards, did not actually limit 
their practice to internal medicine. 
Some of the young internists had a 
glorified general practice. They 
had no hesitation in treating any- 
one above the age of one or two 
years. 

Consequently, on many occasions, 
not only did they treat the parents 
but also managed to treat the older 
children of six, seven and eight 
years. 

I now realize that all the patients 
| had referred to these other doc- 
tors did me little practical good. 
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I now restrict most of my refer- 
rals to one or two internists in town 
who are completely ethical and 
would not accept a child under 
twelve unless in their subspecialty. 
They in turn have referred children 
to me for evaluation. 


Office practice 

For the first few months of my 
office practice I made the mistake 
of sitting in my office during office 
hours even when I had no patient 
appointments. This is difficult not 
only on your seat, but also on your 
nerves. 

I have learned to crowd my ap- 
pointments a bit. Strange as it may 
sound, if three people called for ap- 
pointments, I would not schedule 
them on three separate days but 
schedule them on one day very close 
to each other so that they would see 
others in the office. It reassures 
them as to your ability and compe- 
tence. The appearance of success, 
it seems, has value. 

It’s interesting that in all the time 
I spent sitting in my office, the only 
reading I did was lay magazines. 
Somehow I could not get down to 
reading the medical journals which 
piled up on my desk. Yet now, as 
my practice gets busier, I find my- 
self reading fewer magazines and 
more medical journals. You figure 
it out. 


Covering 


A good part of my income in the 
first year was derived from cover- 
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ing other doctors’ night calls. I 


made the mistake the first few 
months of not getting around to meet 
other doctors quickly enough. I 
had assumed that they would resent 
my opening up in their area. 

But when I finally did make the 
rounds, I was pleasantly surprised. 

While most informed me that I 
had chosen a very difficult area to 
start my pediatric practice, all were 
cooperative, pleasant; a few even 
reproved me for not seeing them 
sooner because they could have 
helped me in night coverage “and 
helped you pay your bills.” 

I covered many doctors, mostly 
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pediatricians. I still cover one or 
two friends. For a time, I also cov- 
ered general practitioners, but only 
their pediatric practice. This posed 
a problem. 

General practitioners in the area 
charged $6 for a house call. I 
charged $8. When I made a call for 
the general practitioner, what was 
I to charge? It wasn’t fair to 
charge $8 because they had not 
called me, they had called their own 
doctor and expected to pay $6. Sw 
usually I ended up charging the gen 
eral practitioner’s fees. 

Every now and then I would get 
calls from telephone service askin« 
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me to see an adult patient of Dr. X. 
Service would usually be unable to 
reach another doctor on call and ‘it 
was an “emergency.” 

As a physician and as a human 
being, of course, I would be forced 
io go. Usually it was not so great 
an emergency as it seemed to the 
family and there was always time 
io get another physician on the case. 

However, even the few calls of 
this nature resulted in a new patient 
of mine recalling: “aren’t you the 
nice doctor who took care of Mrs. 
Brown when she had that heart at- 
tack?” I would explain that I am a 
doctor first and a pediatrician sec- 
ond, but somehow I had the feeling 
that people can’t understand this. 

I now restrict my coverage to pedi- 
atricians completely. Talking about 
coverage, don’t cover every doctor 
but only the right kind. By that I 
mean, in covering for another doc- 
tor, although he’s doing me a favor 
in allowing me to make extra in- 
come, I’m also doing him a favor. 
I’m not working for him I’m work- 
ing with him, and for the time that 
I see the patient, the responsibility 
of the patient is completely mine. 

A few doctors I know abuse 
younger colleagues who cover them. 
They inform their patients that he 
is their assistant, not an associate. 
They criticize him the next day to 
elevate their own importance. They 
under-rate his therapy and say that 
he is inexperienced. 

When I’m practicing in another 
town and see a patient of another 
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physician, even though I do not want 
this patient to be my own, I do want 
this patient to have a good opinion 
of me because undoubtedly he’ll 
hear my name at some time in the 
future and will meet people who are 
considering going to me or are then 
my patients. 

Therefore, I do not cover indis- 
criminately or whenever any phy- 
sician asks. 


At the end of my first year I 
grossed from all sources about 
$9,000. This on face value appears 
excellent. Breaking it down I found 
about $6,000 came from my own 
practice, about $2,000 came from my 
health job and insurance examina- 
tions, and about $1,000 came from 
covering other physicians. 

(During my second year I in- 
creased my own practice income and 
decreased my “outside” income ac- 
cordingly.) 

When I made out my income tax 
at the end of my first year I did not 
hire an accountant. With deprecia- 
tion, interest on my debts etc., the 
tax I had to pay was extremely 
small and my tax return was simple. 
I have since learned that this was 
a mistake; while an accountant was 
not needed to save me money on my 
income tax (because there was very 
little income tax to pay), an ac- 
countant was needed to advise me, to 
set me straight on my depreciation, 
organize my bookkeeping and to give 
me good ideas on future bookkeep- 
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ing. Now that my second return has 
been filled out, I find that my depre- 
ciation allowances were not taken to 
my best advantage in the first year. 


Over again 


If I were to do it over again, I 
think I would practice in the same 
area. I enjoy living here. I’m man- 
aging to get along and I believe that 
eventually I’ll build a_ successful 
practice, as good as I would make 
anywhere, though it may take me a 
longer time to reach this goal than 
other locations would require. 

As a pediatrician I am forced to 
live in the area where I practice and 
I find that I like it here. This is a 
tremendous advantage. 

I don’t think I would have opened 


up in a medical office center, espe- 
cially a new one, if I had it to do 
over again. I was buried in a medi- 


cal center. My name was not out- 
side to the public, just on the door 
of my office. The medical center 
was new, most of the doctors there 
were new and there was very little 
traffic. 

I think I would have done much 
better in an apartment house where 
my name could be seen and known 
immediately by at least 50 or 60 
families. 

I find that the medical center did 
not bring me any patients to speak 
of and only now, after being in ex- 
istence for a while, does it have a 
sufficient number of people passing 
my door to attract a few patients. 

I think I should have probably 


60 


gotten around to meet my fellow 
pediatricians sooner, and would 
strongly advise others to do this. I 
think they are more helpful than 
harmful to the beginner. 

I don’t think I would have spent 
quite as much for my office equip- 
ment. I would postpone the pur- 
chase of an EKG or an x-ray. My 
calls for electrocardiagrams in the 
first year were only two; this, of 
course, did not justify the additional 
expense of an EKG. As far as x- 
ray is concerned, my total income 
from my x-ray unit in my first year 
was about $150. This was eaten up 
by the cost of the dark room alone. 

I think I would buy a fluoroscope, 
the type where an x-ray unit can be 
added without difficulty later on as 
the practice increases. 

I don’t think I would have taken 
an internist in my office if I had it 
to do over again. While the in- 
ternist I have is extremely ethical, 
personable, and easy to get along 
with, I do think that my referrals 
from other internists and GPs have 
suffered. It is understandable that 
other internists would not like to 
refer patients to me when I am as- 
sociated with (even on a share-the- 
office basis) another internist. 

I think it would have been wiser 
if I went in with a dermatologist or 
a psychiatrist, specialists who usu- 
ally do not refer cases to pediatri- 
cians. 

I’ve made mistakes, many of them. 
But I have profited by them. I hope 
you will, too. 


Resident Physician 
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Does the Doctor 
Have a Question ? 


For nearly sixty years, 
“Queries and Minor Notes,’’ 
a free consultant service for 
all physicians and a regular 
department of the J.A.M.A., 
has come up with answers to 
all sorts of questions sent in 
by doctors. Never stumped 
for an answer, ‘“Queries’’ 
draws its answer-men from 
900 nationally known ex- 
perts who currently handle 
some 2400 medical ques- 
tions a year. Here’s a report 
on this service, one of the 
most unique and enduring in 
American medicine. 
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Edward R, Pinckney, M.D. 


EK ach year, at the rate of almost 
50 inquiries a week, approxi- 
mately 2400 questions relating to 
practical medical problems, are re- 
ceived in the office of The Journal 
of the American Medical Associa- 
tion. 

About three-fourths of the queries 
come from practicing A. M. A. mem- 
bers; about five percent from phy- 
sicians living in foreign countries; 
and the remainder from interns, 
residents and doctors in other fields. 

Over forty percent of the ques- 
tions are submitted by physicians 
practicing in communities with 
populations under 25,000; three- 
fourths of all the questions come 
from population areas under 250,- 
000. 

The predominance of | strictly 
clinical questions, usually concern- 
ing diagnosis or treatment of a 
specific patient, seems to arise from 
doctors who do not have easy access 
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to consultant service. 

While about two-thirds of the 
letters received are eventually pub- 
lished. the prime responsibility of 
“Queries and Minor Notes” is to 
provide a direct service to the in- 
quiring physician. 


First query 

The best available information re- 
veals that the very first “Query and 
Minor Note” was answered in the 
March 18, 1899 issue of the J.A.M.A. 

Under the title “Questions and 
Answers,” a physician from Florida 
asked to note and comment on what 
then would have been considered 
a “residency by mail.” (Note: the 
circular referred to below was’ not 
published. ) 


OFFICE PRACTICE GUARANTEED 


Tampa, Fla. 

Feb. 28, 1899 

To the Editor:—The enclosed circu- 
lar was received by me today, being 
the first communication I have had 


About 
The 
Author 


Assistant Editor of the Journal of the American 
Medical Assaciation for the past year, the author 
was graduated from Syracuse University College 
of Medicine (1948) ; 
residency (internal medicine) and private prac- 
tice in Westchester County, New York. In 1954, 


from the author. You may know of him 
and his methods. If the public is ig 
norant of him it may be well to call 
attention to the matter. 


U. S. Birp, p. 


Answer :—This letter is a fair sample 
of many that have been coming to this 
office for some time, calling attention 
to this circular. The circular is a 
“daisy,” and is calculated to catch the 
unwary physician who can be caught 
by such chaff. It bears the caption, 
“Better Than a Post Course,” and is 
full of conceit, bad grammar and brazen 
effrontery, as these selections will show: 
“T am in a position to help you make 
your practice easier and more profit- 
able. I can help you greatly increase 
the income from your practice; and 
if you want to devote yourself to 
special work alone you can give up 
general practice and do office work 
alone . . . I have the best system of 
rectal treatment that I know anything 
about, and I know them all. I know 
all the injection treatments that have 
been brought before the profession . . . 
And I am able-to give more practical 


followed by internship, 


he received a Master of Public Health degree in medical ad- 
ministration at the University of California. Prior to assuming 
his present position with the AMA, the author had been a 
county health officer and medical editor in California, a medical 
officer in Panama, and a preventive medicine officer with the 
Navy. He has written several scientific and lay articles con- 


cerning public health and the private practitioner. 
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ts about where and how to inject 
vious varieties of hernia than I 
‘and in all that has been said 
subject . . . All hernias are 
that can be reduced and re- 
with a truss—about 90 percent 
Many doctors take postgraduate 
wk ior some special knowledge which 
including loss of time, several 
ndred dollars. I offer you at home 
iat | believe to be practically better 
itlese branches, than a postgraduate 
wrse in any school . . . There can 
no failure in the work unless one 
too low in skill and energy to make 
intelligent effort to use it... For 
be small fee of $15 I will give you, 
printed pamphlet form, the formulae 
ith complete directions for injections, 
erations, applications and treatment 
) these specialties. I now include with 
y work the formula for ‘The Woman’s 
pecific.” It is the best combination of 
medies for most nonsurgical diseases 
f women. It would add very much 
b your success in this line. I also give 
te Best Treatment for Gonnorhea. It 
ould make your treatment of this 
ease a pleasure. The work is copy- 
ghted, so you cannot be deprived of 
: benefits by publication.” 
That the circular Dr. Bird encloses 
puld have any effect would appear to 
dicate that some physicians are as 
sily gulled as the average man, while 


would seem that one with even a. 


nattering of medical knowledge would 
now the claims and statements of this 
llow were, to say the least, absurd. 
e would imagine that a physician 
n0 knew so much about special of- 
e work, and could give points on how 
build up office practice would have 
fine office practice himself; and he 
s, sending circulars to the medical 
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men of the country, and reaping a 
good reward for his efforts. When in- 
quiring into, it will reveal another case 
of a bald-headed man selling hair 
restoratives, and will illustrate in a 
very happy manner the truth of the 
old proverb, the last part of which is, 
“and his money are soon parted.” 


Early queries 

Following publication of the first 
query, almost sixty years ago, there 
has been an increasing demand to 
answer almost every conceivable 
type of question related in some 
way to the practice of medicine. 
Here are a few of the early type 
queries: 


LOOK OUT FOR HER 


Minneapolis, Minn. 
May 12, 1899 

To the Editor:—The accompanying 
letter and the reply indicate that I 
and probably other physicians have been 
imposed upon by a very plausible 
swindler. 

If you think it worth while at this 
late date to warn the profession, please 
do so. 

Yours very truly, 
Eowarp J. Brown, M. v. 


Minneapolis, Minn. 

April 28, 1899 

Dear Doctor Riddell:—A young 
woman giving the name Miss Margaret 
C. Brodie, and presenting very flatter- 
ing testimonials from Drs. Donal Mc- 
Lean and Theo. McGraw of Detroit, 
came to me last November in great ap- 
parent distress, claiming to have been 
left here without money by a family 
for whom she had been nursing and 
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who were largely in her debt. She said 
she had an engagement with one of 
your cases, provided she could get to 
Chippewa Falls. I gave her five dollars, 
and have heard nothing from her since. 
Can you inform me if she is an im- 


- poster? I ought to have written before, 


but have had other things to think of. 
Thanking you in advance, I am, sin- 
cerely yours, 

Epwarp J. Brown, D. 


The reply confirmed the diagnosis: 


Chippewa Falls, Wis. 
May 5, 1899 
Dr. E. J. Brown, Minneapolis: 

Dear Doctor:—The woman you write 
about I do not know and never knew. 
She never nursed anyone for me nor 
ever had the promise of it to my 
knowledge. I think you have been 
swindled. 

Fraternally, 
S. S. M. p. 


Types 


As mentioned, physicians’ queries 
are mostly of a clinical nature. In 
order of specialties, the predominant 
requests for clinical information 
seem to be in the fields of derma- 
tology and allergy. In descending 
order thereafter, come the fields of 
industrial medicine, gastroenterol- 
ogy, obstetrics and _ gynecology, 
urology (primarily males), clinical 
pathology, endocrinology and phar- 
macology. 

In every category there are al- 
ways questions concerning the rare 
lesion or symptom seen for the first 
time by the inquiring physician. 
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To be more specific, the mog 
common questions that have beer 
submitted in the past few years con 
cern the causes and prevention o 
anaphylactic reactions. 

Unexplained skin rashes, and of 
fice treatment of skin malignancie 
follow as the next most frequent] 
asked about subjects. 

Of course, questions are ve 
much related to the times. For ex 
ample, during the past year ther 
has been a noticeable increase it 
questions concerning the effects o 
radiation. 

The past few months have ind 
cated a marked trend for clinica 
information on the effect of fa 
and dietary intake on the cardio 
vascular system. 

Last, but by no means least, sub 
sequent to newspaper publicity o 
some new treatment or medical dis 
covery, physicians inevitably as 
for opinion regarding the authe 
ticity of the newspaper or magazin 
reports. One of the earliest of thes 
is reprinted below: 


TOXIC ACTION OF 
CHEMICALLY PURE WATER 


Janesville, Wisd 

March 27, 18 

To the Editor:—The enclosed artic 

I copied from a late daily newspapé 
and as the subject is one of vital it 
terest to me, I take the liberty to as 
your opinion, so that all doubts ma 
be set at rest in my mind. Basing m 
opinion entirely upon my own expe 
ence, I should say that Dr. Koeppe i 
mistaken in his conclusions. Howeve 
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| should very much like to know the 
unbiased opinion of a man of science. 
Please reply by letter or through the 
Jo: rnal. 


A. V. LYLE 


and of 
pnancie 
equentl 


.oswer:—Our correspondent sends 
clipping which refers to the toxic 
alilies of pure water. It surprises 

him. as it may surprise others, to know 
re ver™tha! absolutely pure water is a poison. 
For exffans Koeppe, in the “Deutsche 
ar ther@™Medicinische Wochenschrift” of Sep- 
rease iggtember 29, discusses the subject fully. 
ffects om! has been noticed that quenching 
me’s thirst with ice or snow, in the 
very high altitudes, has been disastrous, 
and this it is claimed is because the 
ice when dissolved is pure water. 
Absolutely pure water contains no 
salts. Koeppe tells us that the water 
from dissolved ice in high altitudes is 
purer than distilled water. The poison- 
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clinic 
of fa 
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licity offous character of perfectly pure water 
lical diqgcomes from its property of extracting 
bly asqgsilts from animal tissues, and causing 
autheny em to swell up by inhibition. Koeppe 
nagazingg "tions a spring at Gastein which has 
ot teal ilways been known as a poison spring, 
the water of which on analysis is 
proved to be absolutely pure, more so 
: than distilled water. But if these claims 
ATER | true, and they probably are to 
some extent, there is no cause for 
lle, Wisqi worry, as absolutely pure water is a 
| 27, 18% thing which is not likely to cause us 
ed articl trouble. The practice recommended by 
1ewspap@# some, of washing out the stomach with 
vital iff distilled water, or drinking it might be 
ty to as injurious, although the latter, if taken 
ubts ma¥iwith meals, would not do harm, since 
jasing MM the salts eaten would supply the de- 
m experi ficiency. 


Koeppe i 
Howeve 


Many times the Query and Minor 


Physicia¥ October 1957, Vol. 3, No. 10 


Note section will bring to light some 
new, or previously undiscussed 


_ pathogenesis. For example, a recent 


query in telling of a man who 
faints almost every time he urinates, 
proposed the theory that man’s rare, 
but unique characteristic of looking 
toward the ceiling while urinating 
might be the method of applying 
pressure on the carotid sinus, re- 
sulting in a sudden blood pressure 
drop. 

- Another phase of queries some- 
times results in a philosophical di- 
vergence, such as the query that 
proposed the thesis of there being 
no habit-forming drugs, but rather 
“habit-forming” individuals. 


Queries answered 

The answer to a query is pre- 
pared by a consultant recognized 
as a competent authority by the 
majority of the medical profession. 
At the present time about 900 con- 
sultants have signified their willing- 
ness to answer queries which di- 
rectly relate to their specialties. The 
opinions offered as answers in the 
“Queries and Minor Notes” sec- 
tion of the J. A. M. A. are never 
intended to represent those of the 
American Medical Association or 
any other medical organization, un- 
less so stated in the answer. 

When a query is received it must 
first be interpreted as to its pertinent 
specialty in order to be referred 
to the proper consultant. Where 
necessary, additional information 
may be requested from the inquiring 
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physician. The query is then sent 


to the consultant without revealing 
any knowledge of the inquiring 
physician. 


The answer received from the 


consultant is immediately forwarded 
to the inquiring physician. If the 
question and its answer appear to 
be of a nature that would be of gen- 


eral use to the majority of the 


medical profession, it is also pre- 


pared for publication. 


Specific answer 

The usual answer to a query 
averages from 100 to 200 words, and 
is not meant as an extensive review 
of the literature, but rather a specific 
answer to a specific problem. Since 
the answer almost always pertains 
to a particular case study, the read- 
er must realize that every clinical 


manifestation of the case presented 


was considered in preparing the 
published answer. The reader must 
not assume his patient, with some 
of the presenting signs and symp- 
toms, will automatically respond to 
the consultant’s recommendations. 

If the potential answer to a query 
could be interpreted as controver- 
sial, the query is usually sent to two 
or more consultants. If more than 
one consultant answers in the same 
vein (but differently enough to avoid 
repetitious reading) both answers 
are used to provide affirmation of 
the facts presented. If two answers 
are different, both answers are 
utilized to illustrate the diversity of 
opinion. 
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Anonymity preserved 


In order to assure both the con. 
sultant and the eventual reader of 
the “Query and Minor Note” that 
the question comes from a reputable 
physician, therefore keeping the 
tenure of the question both medical- 
ly reasonable and at the same time 
avoiding the propagation of “quack” 
information, every letter must con- 
tain the writer’s name and address 
before it can be considered. (When, 
however, the inquiring physician 
requests his name be omitted, hi 
request is meticulously observed.) 

Sometimes, although not specifi 
cally requested, where the location 
of the physician might in some way 
allude to a particular patient, thi 
too is cause for elimination of th 
doctor’s name and the city where 
he resides. 

The consultant always remain 
unidentified. This not only allow 
the authority that answers the que 
tion to be completely unbiased, bu! 
at the same time it prevents hi 
entering into profuse correspondenc4 
which would more than tax his al 
ready overworked schedule. 


Query comments 


It is not unusual that following 
publication of a query with it 
answer, many individual comment 
to that particular answer are re 
ceived. Most often these responses 
express a varying or opposite 
opinion from the one originally 
selected for publication; some offer 
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rmatory material based on 
p-1-onal experience or research that 
azrees with and tends to support 
ihe answer. 

Where these comments offer ad- 
ditional information, or reasonable 
evidence conflicting with the original 
answer, the J. A. M. A. publishes 
this supplementary material as soon 
as possible. However, the comment 
to a query is almost always sent 
first to the consultant who answered 
the query so that he may have the 
opportunity to discuss the clinical 
and theoretical considerations that 
have been proposed by the opposing 
or contributing physician. 

A few weeks after the first query 
was published, the first comment was 
received and printed for the benefit 
of the profession. 


CONSULTANTS 


Ashton, R. I. 

March 10, 1899 

To the Editor:—I would be thankful 
for your views of the following: On 
\’s recommendation B is called in con- 
sultation in A’s case. A con- 
sultation takes place in the interval 
of a week. B tells the patient and 
friends that he and A are in complete 
accord and endorses A’s treatment with 
slight, insignificant modification. After 
a few days A is notified by the pa- 
tient’s friends not to call again, as 
they are sending for B. B takes charge 
of the without communicating 
with A. It is not here considered in 
accordance with professional etiquette 
for a physician to take the case of 
another with whom he _ has 


second 


case 


been in 
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consultation without the latter’s con- 
sent, and most practitioners, I among 


‘them, would not take it even then. 


QUAERENS 


Answer:—A consultant called in as 
B was in this instance ought not to 
accept an invitation to take charge of 
the case. This is a rule, however, that 
circumstances may modify. Instances 
occur where B could not do otherwise 
than take the case, although these cir- 
cumstances occur but seldom. Even if 
this were one of the cases, B ought 
not to have accepted the call without 
first communicating with A. There can 
be no hard and fast rule laid down, 
except that which goes by the name 
“Golden”—Do unto others as you 
would have others do unto you. 


CONSULTANTS 


St. Louis, 
March 24, 1899 

To the Editor:—In the JOURNAL 
of March 18, in answer to “Quaerens™ 
you make this statement: “Instances 
occur where B could not do otherwise 
than to take the case.” I do not pre- 
tend to be an authority, and would 
like for you to state under what circum- 
stances could it have been right for 
B to take A’s case. 

In an experience of twenty years, I 
have always declined to take charge 
of a case in which I have been a con- 
sultant. In cases where it has been 
pressed upon me I have always said 
to the friends, kindly but very firmly: 
“You cannot have my services alone in 
that case, but if it is agreeable to 
the attending physician I will be glad 
to attend the case jointly with him, 
but under no circumstances will I 
take charge of the case.” In my entire 
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career I fail to recall a single instance 
in which this failed to have the de- 
sired effect, that of the attending physi- 
cian retaining the case. Another rule 
to which I have adhered is not to take 
charge of the next case of sickness oc- 
curring in a family in which I had 
been a consultant, believing it a breach 
of confidence bordering on highway 
robbery to supplant the attending 
physician in the family before he had 
a chance to regain the confidence of 
the family in question. 

R. H. Fintey 


Answer:—Our correspondent is in 
the main correct, and if every physician 
would carry out the same rules of 
action as he does, the world would 
be a better one to live in than it is 
today for all of us. But we repeat: what 
we said before, such cases are occurring 
continually in small villages and the 
physicians in the case being the best 
of friends. We repeat, also that no 
physician should take charge of a case 
to which he had been called in con- 
sultation without its being done with 
the free consent of the one at whose 
instigation he was called. The “Code 
of Ethics” does not lay down any 


specific rule for such cases except in 
so far as Section 4 of Article V covers 
it. 


While the story of “B being happy 
and A not” would rival Gilbert and 
Sullivan’s Mikado, nevertheless it 
could be considered just as ap- 
plicable today as it was in 1899, 
especially for the resident about to 
enter practice. 


Individual interpretation 

Material published in the 
“Queries and Minor Notes” section 
hopefully provides the entire pro- 
fession with the most recent in- 
formation on some subject that was 
an actual problem for the doctor 
who originally asked the question. 
It is presumed that a reader will 
still formulate his own decision as 
he attempts to apply the query in- 
formation, taking into account all his 
knowledge of his particular patient. 
A query with its answer and subse- 
quent discussion may often influence 
a decision even more than a planned 
scientific article. 
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J. Garrott Alien, M.D. 


Professor of Surgery 
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‘Resident Years in Surgery 
Past and Present 


From the days of Hippocrates, and earlier, one of the 
major responsibilities of the physician has been to instruct 
those who wish to study Medicine. The teaching motivations 
of doctors(Latin—“teacher”) have not always been altru- 
istic, his duties in this activity wisely performed, nor his 
teaching efforts necessarily scholarly. 

In the Grecian Era, Aristotle advocated teaching from the 
facts derived by observation. His philosophy was strongly 
opposed to the precepts of Plato who taught largely from 
theory, believed evidence adduced from the five senses not 
deserving of serious consideration, and who preferred to 
teach from elaborate philosophical concepts conceived in 
contemplation and logic. 

The methods of each have proven merits, even in science. 
Those of Plato eventually were to flower in the fields of 
theoretical physics and chemistry, whereas the teachings of 
Aristotle were better suited to the unpredictable variables so 
characteristic of biology and medicine. 
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Guest Editorial 


Until eighty years ago, Medicine in the United States 
was learned largely by apprenticeship, often in less than 
eighteen months. Student and young physician “read Medi- 
cine,” under an established physician in their community. 
No better example of the effectiveness of this method can 
be cited than the teaching of Theodoric (1205-1298) by his 
father, filial or tutorial, Hugo (died 1257), seven hundred 
years ago. As often as not, the tutorial pupil found his 
master unwilling to disclose the whole of his knowledge and 
experience lest the pupil employ them to attract the latter’s 
patients. Occasionally the student administered the treat- 
ment “for less” than that of the master. The effect was 
inevitable, fostering secrecy, suspicion and deceit. 

Teaching was often less than that required for success, 
but usually enough to satisfy. Allbutt’ cites such an ex- 
ample in the actions of the highly successful 16th century 
veterinary surgeon whose operations were attended by an 
unusually low incidence of infection—unique for his day. 
He taught his son all he knew, save for one procedure; this, 
he always carried out alone in the utmost of secrecy and 
seclusion. When faced with a near-fatal illness, the father 
still refused to disclose the nature of the method responsible 
for his own success. When finally the father was old and 
severely encumbered with the physical incapacities of age, 
and only then when his death was imminent and apparent 
to himself, he admitted with great caution to his son that, 
“I bile my tools.” 

The behavior of the pupil or young physician, too, was 
not beyond suspect and criticism. An example is that of 
William Hunter (1718-1783), the elder brother of John. 
William founded the “Great Windmill Street School” for the 
teaching of anatomy and developed the famous museum of 
anatomy which was valued at £100,000 at the time of his 
death. His lectures and anatomical museum attracted so 
many students that he was forced to take on a young assist- 
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ant, William Hewson (1739-1774). A partnership evolved. 
During the year of 1772, Hunter spent a year lecturing on 
the Continent, leaving young Hewson in charge. Upon 
Hunter’s return, he found his own position in serious 
jeopardy, for Hewson, a dramatic and energetic teacher, 
had advised Hunter’s pupils to abandon Hunter and to 
follow Hewson. Through the wisdom and efforts of Ben- 
jamin Franklin,? then the colonial representative to the 
Court of George III, who rented living quarters while in 
London at the maternal home of Hewson’s wife, a dissolu- 
tion of the partnership, satisfactory to both parties, was 
adroitly maneuvered. 

From the writings of Lorenz Heister (1683-1758) ,° the 
first great German surgeon, is disclosed still another facet 
in the fabulous history of “resident training.” His teach- 
ings and writings were frequently flavored to some extent 
with questionable advice; occasionally this was intended 
to be flagrantly deceitful to the patient. While his clear 
exposition included the best of surgical thought and prac- 
tice, it also contained detailed instructions as to how to 
conceal from the patient, his attendants and the referring 
physician any errors in technique or judgment which the 
surgeon might have made. Such habits were common- 
place in his day; punishment, even execution of the barber- 
surgeon, was not unheard of when he encountered mis- 
fortune resulting in the death of his patient. 

With the rise of the -great German universities in the 
19th century, the teaching of Medicine was decidedly im- 
proved. Surgery began to come into its own. Chairs were 
created in a number of universities.‘ But the belief that 
“there is no more science in surgery than in butchering”* 
was a contention which was not easily overcome. This was 
the era in which von Grafe, v. Esmarch, Volkman, Billroth, 
v. Mikulicz, and Kocher developed the large European 
surgical clinics in which they pioneered the development 
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of modern clinical surgery. Each of these men surrounded 
himself with a corps of able young men in surgical train- 
ing, a teaching technique which was the prototype of our 
present surgical residency system. 

Halsted, in the course of his near-annual travels abroad, 
visited these men and their clinics many times, especially 
Theodor Kocher. He brought back to this country the 
best of these training programs and patterned the surgical 
residency in the surgical wards at the Johns Hopkins Hos- 
pital largely on the basis of the German system shortly 
after the hospital opened in 1890. This was the first graded 
surgical residency program in America. Of Halsted’s many 
surgical contributions, that of his residency program stands 
out above all else. 

Aside from the excellence of Halsted himself, the most 
significant feature contributing to the success of the Hop- 
kins system was the assignment of complete responsibility 
for the care of the indigent patients to the residents on the 
wards. The decisions of the chief resident were final. He 
could choose to perform the operation himself or to delegate 
it to the assistant residents. The counsel and advice of an 
attending staff were readily available, but in general, the 
surgical care of this group of patients was the jealously 
guarded prerogative of the resident staff. 

The residency programs in the hospitals of the United 
States are in large measure a copy of the Halsted system. 
Its success now, as in the past, has depended upon access 
to the large charity wards. 

The advent of hospital insurance in recent years has 
necessitated a serious rethinking of the philosophy of the 
Halsted type of residency program. The charity wards are 
rapidly diminishing. If patients are to be available in ade- 
quate numbers for the teaching of medical students and 
the training of residents, we must now explore and develop 
other resources before the residency system runs dry. 
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Although many have objected to the assignment of the 
paying patient to the residents for care, it is becoming in- 
creasingly evident that there is no other means whereby 
an adequate source of patients for teaching purposes can 
be made available. 

Indeed, the future success of the residency system, par- 
ticularly in surgery, depends upon this simple fact which 
Phemister foresaw in 1927. At the University of Chicago, 
he pioneered in the development of a teaching and residency 
program centered about the paying patient. This program 
is now in its thirtieth year, and it is the only surgical resi- 
dency®, wherein the number of patients available for the 
teaching of students and the training of residents has 
steadily increased. Of other surgical residencies surveyed 
in 1953, all had relied upon the charity wards for residency 
training, and showed an alarming decline in available num- 
bers of patients of this category. The charity patient in 
many areas seemingly is becoming extinct.° 

Certain losses inevitably occur when it becomes neces- 
sary to teach from the pay-patients. On the other hand, the 
pay-patients offer certain advantages. These gains tend to 
offset the losses, and when such facilities are properly 
employed, they may leave a residual positive balance in 
favor of the paying patient. Perhaps the most obvious ad- 
vantage is the responsible attitude of the paying patient, 
for he is generally more cooperative when solvent than 
when indigent. Second, the teaching experience gained from 
the paying patient more nearly duplicates that of the patient 
the resident hopes will confront him later on when he enters 
ptactice. Third, some of the responsibility for training of 
the assistant residents by the chief resident may need to be 
advanced in some quarters to the level of the more experi- 
enced attending surgeon. In many respects, this change has 
more merit than fault, for in some surgical residencies where 
the care of patients on the charity wards is assigned to the 
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resident staff, the second-year assistant resident teaches the 
first-year resident, the third-year man teaches the second; 
and so it goes on up the ladder. Attending surgeons can 
be conspicuous by their absence. 

The success of any residency training program depends 
upon the presence of the attending surgeon for immediate 
advice and actual assistance should his assistance be re- 
quired. Herein lies the greatest potential weakness in the 
assignment of patients to residents for surgical care without 
supervision. Its solution depends almost entirely upon the 
willingness and the interest of the attending surgeon in the 
teaching of residents, a responsibility which he cannot take 
lightly. Fortunately, there are many distinguished men in 
our profession who recognize such a responsibility as one 
of supreme opportunity. They are more than willing to give 
selflessly of much of their precious time and energies to 
achieve this end. A mature surgeon in good conscience can 
do no less. 

Education and research are distinct from training, and 
yet they constitute an integral part of any significant resi- 
dency program. Without them, a residency program does 
not rise above the trade school level. Successful educational 
and research programs can be woven into the training of 
residents without enormous expense or numerous labora- 
tories. Research and education require the cultivation of 
inquiry, sparked by a lust for learning—a learning process 
shared by resident and attending man alike. 

Teaching conferences, lectures in the preclinical sciences, 
and above all, the refersher courses enjoy great popularity. 
These are naive and stereotyped methods, although many 
earnestly believe they will impart to training programs a 
flavor of education and research. Nothing is farther from 
the truth. Neither research nor education can be taught in 
formal fashion. They are an integral part of our daily 
lives. The popularity of the “refresher course” is strong 
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evidence that many of our residency training programs are 
deficient in research and educational value. A resident who 
is incompetent to read critically, or even more unfortunate, 
who reads little at all, is almost certain to spend the rest 
of his life practicing his specialty with his mind frozen 
at the level of his training. More often than not, the fault 
lies within the resident and not within his residency pro- 
gram. For such a man, the day he passes his specialty board 
examination is his day of Graduation—not his day of Com- 
mencemeni. 


J. Garrott ALLEN, M.D. 
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With a full time faculty supervis- 
ing the patient care, training and 
research of 146 residents and 38 
interns, the clinical arm of the 
University of Chicago Medical 
School provides 711 beds in its 
various hospital facilities, records 
200,000 outpatient visits annually. 
Approved residency programs are 
conducted in fifteen specialties. 


. Main entrance of the 
Albert Merritt Bill- 
ings Hospital of the 
University of Chica- 


go Clinics. 
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one of a series on leading medical centers 


)F CHICAGO CLINICS 


When the University of Chicago 
added clinics and clinical depart- 
ments to its pre-clinical instruction 
in 1927 it took advantage of the 
opportunity to institute new ideas 
of medical education. (Many years 
ago, Dr. Abraham Flexner observed 
that major changes rarely occur 
except when a school is completely 
reorganized or when it is first estab- 
lished. ) 

The new ideas, in the opinion of 
the Clinics administrators and staff, 
have been thoroughly tested and 
proven in the three decades since 
their adoption. 

The aim of the University of 
Chicago Medical School was estab- 
lished by a committee of the Univer- 
sity Senate, appointed in 1923, which 
decided that the school not only 
would train practitioners but should 
advance medical knowledge by pro- 
moting research and training investi- 
gators in the medical sciences. The 
committee also took note of the 
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strategic position of Chicago and 
its probable influence on medical 
development throughout the middle 
west and the south. 


Full time system 


The staff and administrative of- 
ficers of the University believe that 
the most effective organization to 
carry out the purposes of the clinics 
and medical school is the full time 
system. All members of the clinical 
staff are appointed on a full time 
basis. Salaries of staff members are 
paid by the University and are de- 
termined by academic competence, 
professional qualifications and inves- 
tigative ability. 

Members of the staff render serv- 
ice to paying and  nonpaying 
patients both in the hospital and in 
the outpatient clinics. 

“Historically,” reports a Clinics 
administrator, “it has been shown 
that the full time plan relieves the 
staff member of the need for earning 
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an income by treating private pa- 
tients not related either to teaching 
or research. Thus the faculty mem- 
ber is left free for the main task of 
teaching, training assistants and 
caring for patients. In addition, the 
faculty member has a_ greater 
amount of time for both clinical and 
laboratory research.” 

The benefits of the full time plan 
have been so convincingly demon- 
strated at the University of Chicago 
Clinics that few, if any, staff mem- 
bers would desire to change the plan. 


Education 


The clinical and nonclinical areas 
are grouped in the Division of Biolo- 
gical Sciences. This arrangement, 
which is credited by the staff with 
the effective program of advance- 
ment of medical knowledge, brings 
anatomy, zoology, biochemistry, mic- 
robiology, pharmacology, physiology 
and pathology into working partner- 
ship with the clinics. 

An extensive program of graduate 
education is provided. The table 
which appears on page 86 shows 


Stipends 


Junior Assistant Resident $2,400 
Senior Assistant Resident $2,880 
Resident 


The above includes cash in lieu 
of maintenance. Residents receive 
three weeks vacation with pay 
annually. 


the specialties in which residencies 


are available, the chairman and 
directors of departments and _ sec- 
tions, the relationship of sections to 
departments and the number of resi- 
dencies in each. 

It will be noted that most of the 
residencies are straight but the resi- 
dency in the Department of Medicine 
involves rotation among. seven serv- 
ices. Each service emphasizes one or 
more subspecialties of internal medi- 
cine. The services are cardiology, 
infectious diseases, hematology, 
renal and vascular diseases, endo- 
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Billings Hospital provides 


facilities for adult outpatient 
care as well as 465 beds for 
medical and surgica! patients. 


crinology, metabolism and arthritis, 
gastroenterology, chest diseases and 
allergy. 


Emphasis on research 


Much emphasis is placed on re- 
search at the University of Chicago 
Clinics, beginning with the students 
and increasing with graduates, resi- 
dents and staff members. The clini- 
cal departments require that resi- 
dents spend a certain amount of time 
in the laboratory. 


Hospitals 
The following clinical facilities are 
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available to residents at the Univer- 
sity of Chicago Clinics: 

Albert Merritt Billings Hospital, 
as an administrative unit, has 465 
beds intended for the use of the De- 
partments of Medicine and Surgery. 
The adult outpatient clinic for medi- 
cine and surgery, under the same 
roof, provides care for several hun- 
dred ambulatory cases daily. The 
laboratories of the Departments of 
Medicine and Surgery are in close 
physical connection with the hos- 
pital. 

Bobs Roberts Memorial Hospital 
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for Children is immediately adjacent 
to Billings Hospital. It has 60 beds 
and a large outpatient department. 
The Department of Pediatrics has its 
laboratories on the ground and fifth 
floors of the building and centers its 
activities in it. 

The Home for Destitute Crippled 
Children adjoins Billings Hospital 


Clinics Totals 


The resident complement at the: 
Clinics numbers 146 with 38 in- 
terns and 288 medical students. 
There are 180 physicians and sur- 
geons on the attending staff and 
an equal number of registered 
nurses. 


and has 34 beds for the care of crip- 
pled children. The Section of Ortho- 
pedic Surgery of the Department of 
Surgery is in charge of the profes- 
sional services. It is provided with 
research laboratories. 

Chicago Lying-In Hospital and 
Dispensary has 152 beds and 110 
bassinets. It occupies a block im- 
mediately west and across the street 
from the main medical complex. Stu- 
dent laboratories, classrooms and re- 
search laboratories have been incor- 
porated in Lying-In Hospital. 

A three-story unit connecting Ly- 
ing-In Hospital and Billings Hospital 
is being planned. It will have ad- 
mitting and administrative facilities, 
laboratories for the outpatient de- 
partment including an _ exfoliative 
cytology cancer diagnostic unit and 
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The University of Chicago Clinics 
buildings are at left in the Uni- 
versity group. Below is a render- 
ing of the proposed resident-intern 
apartment building scheduled for 
’ completion by July 1958. 
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more space for the psychiatric de- 


partment. 

The total bed capacity of the Uni- 
versity of Chicago Clinics is 711. In 
addition, there are about 200,000 out- 
patients annually. 


Laboratories 


Laboratory facilities for all de- 
partments and sections are unusually 
extensive and complete. They af- 
ford facilities for teaching and for 
employment of methods used in the 
investigation of diseases, including 
those methods common to medicine 
and to biology, physiology and chem- 
istry. One group of laboratories is 
devoted especially to work involving 
the application of radioactive sub- 
stances to biological problems. 
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Libraries 


The Bio-Medical Libraries at the 
University of Chicago contain 
128,000 volumes. They receive 
about 1,200 periodicals. This litera- 
ture is distributed as follows: 

Medical Library (Pathology Build- 
ing). The Frank Billings Medical 
Library is devoted to current clinical 
literature. In addition to a_ basic 
collection of clinical works, its 
18,000 volumes include the mono- 
graphs and journals dealing with 


clinical medicine published since 


1942. It also contains complete files 
of reference works, literature, in- 
dexes and abstract journals. 


The Medical Library also includes 
the Dr. Morris Fishbein Reading 
Room, named after the noted author 
of medical books, lecturer and for 
many years editor of the Journal of 
the American Medical Association. 
The fund supporting this room was 
begun by Mrs. Fishbein. 

Biology Library (Culver Hall). 
The Biology Library contains books 
and complete files of journals deal- 


An important part of the work of the 
Chicago Clinics is carried on in its 
laboratories which provide extensive 
facilities for special research projects. 
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ing with general biology, agriculture, 
anatomy, biochemistry, biophysics, 
botany, microbiology, physiology, ra- 
diobiology, veterinary science and 
zoology. It also contains books and 
journals. dealing with the medical 
sciences published prior to 1942. 
Total holdings of this library num- 
ber 110,000 volumes. 

The University of Chicago Li- 
brary, which embraces the main 
service unit (Harper Memorial Li- 
brary) and twenty-four departmental 
libraries and reading rooms, has a 
book collection of approximately 
1,900,000 volumes. It receives regu- 
larly about 53,000 continuations, in- 
cluding the transactions and pro- 
ceedings of learned societies and 
more than 6,000 periodicals. 


In addition to these collections, 
students and faculty have access to 
the resources of the Midwest Inter- 
Library Center, a cooperative library 
which stores and services less-used 
research materials deposited by fif- 
teen member universities and the 


John Crerar Library. 


Jobs for wives 

Wives of residents have no trou- 
ble finding employment either in the 
medical area, in other parts of the 
University or elsewhere. Special ef- 
forts are made to see that they are 
located in the most desirable posi- 
tions. 


Housing 
University authorities help resi- 
dents to obtain suitable housing in 
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the University area. An apartment 
building for residents and interns is 
being built which will have 72 one 
and two bedroom apartments. Uni- 
versity authorities hope to have the 
apartment completed by July 1, 1958. 

Medical departments supply their 
residents with laundered white jack- 
ets. 

The resident is covered by Blue 
Cross. This insurance is extended 
to the resident’s family for a small 
additional fee. Health care is pro- 
vided. 


Malpractice insurance is carried 


At left, doctors’ dining room at Chicago 
Clinics is decorated with photo murals 
of other leading medical centers. At 
right, a resident relaxes with a game of 
pocket billiards in one of the in-hospital 
recreational rooms available for the 
members of the Clinics’ house staff. 
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APPROVED RESIDENCIES — University of Chicago Clinics 


DEPARTMENTS DEPARTMENT CHAIRMEN 
AND SECTIONS SECTION DIRECTORS RESIDENTS 

OPHTHALMOLOGY Frank W. Newell 3 

ORTHOPEDICS 4 

dela R. Lindsay .......... 4 

OBSTETRICS & 


for residents and all other members 
of the medical staff in the hospital. 


Religious facilities 


Religious services for patients are 
held each Sunday in the University 
of Chicago Clinics. The chaplain’s 
department works in close relation- 
ship with Protestant, Roman Catho- 
lic and Jewish clergymen and they 
are encouraged to call on patients 
of their faith. 


Recreational opportunities 


Residents and interns have re- 
served for them in the hospital a 


billiard room and a card and tele- 
vision room. Residents have access 
to. Bartlett Gymnasium on campus 
which offers such sports as badmin- 
ton, handball, table tennis, squash 
rackets, swimming, golf driving 
range, all individual, partner and 
team games. Bowling alleys are 


available at Ida Noyes Hall. 


Information 


For further information concern- 
ing residencies, address the chief of 
service, University of Chicago Clin- 
ics, 950 East 59th St., Shicago 37, 
Ill. 
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Clinico-Pathological 


Conference 


University of Chicago Clinics 


Presentation 


Dr. Jennings:—A 61-year-old man 
was seen at the University of Chi- 
cago Clinics on Jan. 26, 1953, in the 
emergency clinic, having been in 
coma for one day. The history as 
obtained from relatives revealed that 
he had complained of epigastric 
pain, headache, and weakness eight 
days before admission and that for 
four days he had had no urine out- 
put. He was seen by his family 
physician and given supportive treat- 
ment, but the malaise and headache 
persisted. The past history. indi- 
cated that he had undergone an 
iridectomy for acute glaucoma in 
1952 and had an appendectomy at 
his community hospital for ruptured 
appendix on Nov. 7, 1952. During 
the operation the patient received a 
transfusion of whole blood. After 
the appendectomy he did poorly, 
showing fever and elevated blood 
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sugar level. Extreme difficulty was 
2ncountered in his postoperative 
nanagement, and his blood sugar 
values ranged from 300 to 390 mg. 
per 100 cc. for three weeks. There- 
after his condition gradually im- 
proved, and he was discharged on 
the 58th postoperative day in fair 
condition, taking a maintenance 
dose of 20 units of insulin per day. 


Physical examination 


At the time of admission the pa- 
tient was deeply icteric, the abdo- 
men was soft, borborygmi 
present, the blood pressure was 70/ 
58 mm. Hg, the pulse was not ob- 
tainable, and the temperature was | 
36C (96.8 F). 


Laboratory findings 


There were 3,640,000 red blood | 
cells and 16,750 leukocytes per cu- | 
bic millimeter; hemoglobin level 
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was 10.5 gm. per 100 cc. Urinalysis 
showed dark brown urine with a 
specific gravity of 1.019, a trace of 
albumin, slight reduction of Bene- 
dict’s solution, and bile, 4+. The 
urinary sediment showed 2 or 3 
granular casts per low power field, 
an occasional hyaline cast, many 
bile casts, and bile staining of the 
sediment. The blood glucose level 
was 155 mg. per 100 cc. and the urea 
nitrogen, 76 mg. per 100 cc. Serum 
carbon dioxide was 11.5 mm. per 
liter, and the serum pH was 7.48. 
The cephalin flocculation test was 
4+. 


Course 


The patient was given 500 cc. of 
plasma immediately in the emerg- 
ency clinic. This was followed by 
1,500 cc. of isotonic sodium chlor- 
ide solution; 500 cc. of 5% dextrose 


Preparation 


Conference was prepared un- 
der the supervision of Dr. 
Paul R. Cannon, Chairman, 
Department of Pathology. Dr. 
F. Lamont Jennings is an as- 
sistant professor of pathology 
and Dr. J. Garrott Allen is 
professor of surgery at the 
University of Chicago. A 
summary of this conference 
appeared in the Journal of 
the American Medical Asso- 
ciation, 156:1498, 1954. 


solution containing 4 mg. of artere- 
nol was given intravenously in an 
attempt to raise the blood pressure. 
The blood pressure was elevated 
briefly to 100/60 mm. Hg., but then 
started to fall, and the patient died 
eight hours after admission. 


Anatomic diagnosis 


The body of this patient measured 
64 in. (162.5 cm.) in_ length, 
weighed 133 Ib. (60.3 kg.), and 
showed a severe, generalized icterus. 
Within the abdominal cavity was 
about 250 ce. of dark, straw-colored 
fluid, and numerous peritoneal ad- 
hesions were present in the right 
lower quadrant. The liver appeared 
small, weighing 1,320 gm., and was 
well above the costal margin. The 
capsular surface of the liver was 
glistening and had a mottled, yellow- 
tan and dark red color. The tex- 
ture was extremely soft and flabby. 
Over the cut surface the mottling 
was even more pronounced, with the 
yellow-tan areas predominating. 
Patches of congestion were scattered 
throughout. 

Histologically the liver showed 
widespread acute necrosis, with only 
a few scattered islands of parenchy- 
mal cells remaining. The cells that 
remained showed enlarged, pale, 
vesicular nuclei. Very little inflam- 
mation was seen about the necrotic 
areas in the liver, and there was no 
apparent fibrous tissue proliferation. 
The bile ducts remained in surpris- 
ingly good condition in the necrotic 
regions. Fat stains showed little 
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‘atty degeneration. The appearance 
was that of acute massive necrosis 
of the type seen in infectious hepa- 
titis or homologous serum jaundice. 

The pancreas weighed 100 gm. 
and showed slight islet atrophy, with 
reduction in beta cells. 

Both lungs showed edema, the 
right weighing 650 gm. and the left, 
500 gm. In the right lung were 
small, round, fibrotic nodules filling 
many alveoli. These showed a patchy 
distribution through the lung and 
though not showing the usual pat- 
tern, probably represented silicotic 
nodules. 

The spleen weighed 270 gm. and 
showed abundant hemosiderin in 
macrophages. Other incidental find- 
ings included pyelonephritis, chron- 
ic cystitis in the urinary bladder, 
adenomatous hyperplasia of the 
prostate, and a degenerated thyroid 
adenoma. 


Comment 


Dr. Allen: This patient died with 
massive necrosis of the liver pre- 
sumably due to homologous serum 
jaundice from one blood transfusion 
administered 80 days previously in 
the course of an emergency appen- 
dectomy. The problem the case 
presents concerns the value of the 
single 500 ml. blood transfusion in 
the adult patient. If blood loss has 
been excessive, the treatment of the 
shock incurred usually requires 
several blood transfusions. If one 
transfusion is sufficient, as in this 
case, it is probable that liquid plas- 
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ma stored for six months at room 
temperature before use, heated 
serum albumin, dextran, or glucose 
and water might have served equally 
well. These fluids do not carry the 
risk of transmitting homologous 
serum jaundice. If more excessive 
blood loss is encountered, the neces- 
sity of blood transfusion is clearer 
and the risk of withholding blood 
exceeds the risk that is entailed in 
its use. 

There are other serious complica- 
tions of blood transfusions that 
should not be overlooked when a 
single transfusion is to be admin- 
istered. Among these are mismatched 
blood and sensitization of an Rh- 
negative patient by the administra- 
tion of Rh-positive blood. In addi- 
tion, there are causes of hypotension 
during operation that do not involve 
blood loss. These include hypoxia, 
spinal anesthesia, and the reflex 
hypotension associated with the 
manipulation of the abdominal 
viscera. Hypotension of these origins 
is due to vasodilation and not to 
blood loss. Correction of hypoten- 
sion of these origins is accomplished 
by eliminating or treating the cause. 
If the blood loss has not been exces- 
sive and hypotension appears, it 
should be determined whether meas- 
ures other than blood transfusion 
would not serve the purpose equally 
well or better. The decision is not 
always easy and at times taxes the 
judgment of the seasoned surgeon. 

The risk of homologous serum 
jaundice developing from blood 
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from a carefully screened donor is 
probably not less than 0.1% or more 
than 0.5%. As there is no labora- 
tory method for detecting the carrier 
donor, this becomes one of the cal- 
culated risks that must be assessed 
before deciding that a single trans- 
fusion of blood is necessary. 

The mortality from homologous 
serum jaundice is probably less than 
10%. 

The morbidity, however, is greater, 
as subacute or chronic hepatitis, 
which may eventually progress to 
cirrhosis and its troublesome com- 
plications years later, develops in a 
number of patients. No one knows 
what percentage of the patients in 
whom homologous serum jaundice 
develops never again have difficulties 


related to this disease. 

These remarks are not to be in- 
terpreted as an indictment of blood 
transfusion if blood is needed. They 
are only intended to focus attention 
on the questionable value of the 
single transfusion in patients in 
whom other fluids might serve 
equally well. Such patients by no 
means fall into the surgical group 
alone. Many patients with iron de- 
ficiency anemia are given a singla 
transfusion when suitable prepara- 
tions of iron in conjunction with a 
diet adequate in proteins, vitamins, 
and calories would serve equally 
well. The use of the single trans- 
fusion constitutes one of the most 
commonly encountered abuses of 
blood transfusion. 


Once Upon a Time 


**. . . He then buckles on his armor, or, in plain English, 
seizes his case of instruments, and with the senior and junior 
walker at his side, he starts on his rounds. The Emperor of 
Russia, the Viceroy of Egypt, or our late President, Andrew 
Johnson, never felt more acutely the weight of supreme 
power than did the house-surgeon or physician of the New 
York Hospital as he was about to pass into a realm over which 
he was the undisputed master. 

“How the doors fly open! Obedient nurses greet him, towel 
in hand, and he passes from bed to bed. ‘Well, John, how do 
you feel this morning? Nurse, what sort of a night did the 
man pass? What did he eat for breakfast?’ and at the same 
time feeling his pulse, putting his hands on his face to note 
the temperature of the body, while the senior walker is making 
rapid notes; these are the questions and this is the manner 
in which our young doctor attends his patients. No nonsense, 
no fuss, no haste, but calm, sympathetic questions and gentle 
manipulations.”’ 


September 1869 
New York, The Commonwealth Fund, 1938. 


D. B. St. John Roosa, M.D., The Old Hospital, Putnam’s Magazine, 
. Reprinted in Medical Register New York and 
Vicinity, 1870-1871, and “Internships and Residencies, A Report,” 
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A former general practitioner tells why he gave up a 
lucrative practice to take a residency in radiology. 
Because of the variety of medical disciplines involved 
in diagnostic and therapeutic radiology, the author 
terms radiology a “specialized general practice,”’ 


W rea I decided to give up a bud- 
ding and lucrative general practice 
to start a residency in radiology I 
was besieged by queries from friends 
and patients as to why radiology, 
and why a specialty? 

Professional friends emphasized 
the fact that I was just coming into 
my own; that the hard years were 
past, and henceforth, my practice 
would continue to grow. 

Patients wondered why not pedi- 
atrics or obstetrics wherein I had 
developed a good following and 
shown much interest? 

And why a specialty at all? The 
general practitioner, it seemed, was 
again coming into his own; there 
appeared to be a growing need for 
G.P.s. 

First, my reasons for a specialty. 
I found general practice to be such 
a diverse field that I felt inadequate 
in treating many of the patients who 
consulted me. I, of course, referred 
these patients to others better quali- 
fied than myself. But I was left with 


points out advantages and disadvantages. 


an empty, unfulfilled feeling. I rea- 
soned, that I’d probably find more 
satisfaction if I confined myself to 
one specialty and learned that phase 
of medicine well. 


Keeping up 

The complaint most often voiced 
by the general practitioner is that 
he does not have time for studying 
or reading. He can’t keep up with 
the newest advances and still have 
time to treat the patients who fill the 
long hours of his day. 

And after the day comes the 
night. Finished at the hospital and 
office, the general practitioner comes 
home tired and exhausted but almost 
immediately the telephone is ring- 
ing and a house call or two will 
have to be made. 

It becomes a virtual impossibility 
to study and read as one ought, in 
order to keep abreast of the new 
medicines, new methods, and new 
ideas. 

It is true that to be doctors we 
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mist be dedicated to the care of 
ovr patients. But in view of the 


repidly advancing strides in medi- 


cine, to be so dedicated as to neg- 
lect one’s studying is to do an in- 
justice to our patients and our pro- 
fessional integrity as well. 


Study, teaching 


Being a specialist, one can devote 
his spare hours not only to reading, 
research, or attending meetings, but 
he can schedule his time to spend 
more time with his family. Just as 
a doctor has a responsibility to his 
patients, so does he to his family. 
It is the home relationship that gives 
him a balanced perspective and in- 
sight into the lives of his patients. 


And where else, but at home, can 
the physician renew his own faith 
and strength? One can argue that 
many specialists neglect their medi- 


cal reading. True. But they do 
have an opportunity far greater than 
that of the G.P. 

Another important reason for my 
decision to specialize was that I 
wanted to teach. With the “rebirth” 
of the general practitioner, several 
schools now have G.P. programs. 


About 
The 
Author 


Yet, as a specialist, I would be more 
acceptable in more schools and hos- 
pitals for an academic career. 

Medical men have been teaching 
since Hippocrates. Even in resi- 
dency, I find it is a great satisfaction 
and heartwarming experience to 
pass on knowledge and ideals — to 
younger men who might some day 
make good use of sound precepts, 
carefully taught. 


Radiology 

Many doctors have told me how 
much they wished they had special- 
ized, or had studied some other 
phase of medicine. 

Before I got too deeply involved 
in my practice I knew that I must 
make my decision so that in later 
years, I would not say, “How I wish 
I had specialized. . . .” 

Therefore, after long consideration, 
I finally selected radiology because 
this field seemed to me to offer more 
favorable factors than any other spe- 
cialty. 

Also, while in general practice I 
saw many abuses of x-rays which 
made me feel that here was a field 
that was challenging, a field where 


After graduating from the University of Cali- 
fornia and the University of California Medical 
School, the author interned at the USPHS Hos- 
pital, Chicago. After two years in general prac- 
tice in California (1953-55) Dr. Izenstark gave 
up his practice to enter a two-year radiology 


residency at Cedars of Lebanon Hospital in Los Angeles. At present, 
the author is in his third year of residency at Los Angeles County 
Harbor General Hospital, Torrance, California. 
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I might help to correct this disre- 
gard of a useful, but potentially 
dangerous tool. 

Radiology is a young specialty, 
only a little more than fifty years 
old. Recent developments of nuclear 
medicine and supervoltage machines 
permit the doctor with an inquiring 
mind to delve deeply into the realm 
of the unknown. The amateur pho- 
tographer with his camera, film, and 
darkroom ingenuity will find radiol- 
ogy a fertile field for experimenta- 
tion. An opportunity is given to the 
boy, who has become man, and who 
retains his desire to putter or tinker 
with tools. There are many prob- 
lems that arise, or gadgets to be 
designed, that an individual who is 
mechanically minded can solve in 
diagnosis, therapy, or nuclear medi- 
cine. 

Many individuals—laity and doc- 


tors alike — do not appreciate the 
extent that the radiologist must be 
anatomist, physicist, surgeon, pedi- 
atrician, gynecologist, internist, or 
any specialty you care to name. In 
fact, here in radiology is a special- 
ized general practice! 

The radiologist does not confine 
himself to one system or area of the 
body, but utilizes his knowledge of 
the entire anatomy and physiology 
of the body in interpreting a film or 
treating a patient. Neither does he 
confine himself to a particular age 
or sex group. All patients are with- 
in his realm. 

As a surgeon plans his operating 
area so does the radiologist in plan- 
ning treatment of a patient. He aims 
to eradicate the tumor with an effi- 
cient margin of normal tissue, and 
yet to irradiate intervening struc- 
tures as little as possible. While re- 
ceiving radiation therapy the pa- 
tient’s fluid and electrolyte balance 
must be considered just as it would 
be postoperatively. Some radiolo- 
gists will perform their own biopsies 
and dilatation and curettage. The 
implantation of radium requires the 
same skill required of the surgeon 
or the gynecologist. 

The radiologist, diagnostic or 
therapeutic, must exercise the same 
acumen, patience, and understand- 
ing as the pediatrician. The radiolo- 
gist must know how to reassure the 
frightened child who is led into a 
darkened room and placed in front 
of an awesome machine. The thera- 
pist must use all of his humanity in 
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eating the child who suddenly 


mds his usual playful day inter- 


upted by a daily visit to the doc- 
:or’s office. 

The patient with a pulmonary or 
zastrointestinal problem, thyroid or 
cardiac condition, becomes as much 
a diagnostic or therapeutic problem 
to the radiologist as he does to the 
internist. The internist and radiolo- 
gist interviews and examines the 
patient, considers a differential diag- 
nosis, then finally arrives at a de- 
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cision based on the patient’s symp- 
toms, signs and laboratory studies. 
The internist may treat the cardiac 
or thyroid patient with cardiac or 
antithyroid drugs; the radiologist 
may be called upon to administer 
radioactive iodine. 

The specialty which I have se- 
lected is one in which the practice 
of psychiatry is often required. Pa- 
tients who have been stunned by a 
verdict of cancer come to you in 
despair, without hope, suffering pain 
and sometimes in a state of confu- 
sion. 

It then becomes the radiologist’s 
privilege to offer a word of encour- 
agement, a ray of hope. 

We know that there is much room 


for improvement in survival rates, 
but pain can be relieved and either 
hope, palliation, or explanation of 
facts can be given to these patients 
to restore their faith, and to enable 
them to face the future with cour- 


age. You give them the certain 
knowledge that you are there to 
help. 

One of the warmest experiences 
I knew in general practice was a 
grateful patient. But these were 
few and far between because a con- 
siderable number of problems seen 
in general practice consists of func- 
tional illness; these patients also 
need attention, and a sympathetic 
ear, yet persons with an emotional 
problem find it difficult to accept 
facts. 

I had been told that the personal 
side of medicine would be lost to 
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me as a radiologist. Nothing could 
be further from the truth. I have 
learned that patients with true path- 
ological conditions more readily ac- 
cept.their diagnosis, and cooperate 
more fully than the patients with 
functional problems. 

When cancer or arthritic patients 
realize that you wish to help them, 
to ease pain, to try to prolong life, 
or even to remotely hope for a 
“cure,” then you see grateful pa- 
tients who become even more ap- 
preciative when they are able to be 
up and about again, even if only for 
a short while. 

These people have an understand- 
able reason for “emotional” symp- 
toms; if they or members of their 
family are disturbed, often a little 
extra time spent in talking or listen- 
ing will be more effective than a 
prescription. 


Microscope 

The study of tumors holds a fas- 
cination for me. Why should, ap- 
parently, the same tumor behave 
differently in two different individ- 
uals? Why is it that a woman with 
cancer of the breast may live three 
years, or fifteen years? These and 
many other questions arise which 
perhaps I may some day have a 
chance to study. Just as one experi- 
ences a thrill when he delivers a 
new born child and hears the first 
cry of that child, so does the ra- 
diologist receive a warm satisfaction 
from seeing a large mass subside 
under therapy. 
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And the radiologist does not put 
the microscope aside, for each tumor 
specimen should be studied by him, 
as well as the pathologist. In this 
way the radiologist can confirm, 
in his own mind, the type of tumor 
with which he is dealing and cor- 
relate this knowledge with the treat- 
ment to be given. 

Diagnostic radiology, a study in 
lights and shadows, also offers a 
challenge. There are new positions 
to try, different and better tech- 
niques, the knowledge to be gained 
about a patient from the visualiza- 
tion of a film or films. One can read 
from the film the patient’s age, body 
build, type of activity engaged in, 
or locale, and the multitude of diag- 
noses present. A diagnostic radiolo- 
gist may see many normal films, 
much as the general practitioner 
may see many “normal” patients, 
but each film and each patient re- 
veals something of themselves. And 
we are all physicians interested in 
the patient. 


Hope 

So far, I have tried to depict the 
better features of radiology. There 
are also some depressing features, 
however. In radiation therapy you 
know the eventual outcome of most 
of your patients. Frequently, pa- 
tients will be referred to you in a 
preterminal state in the hope that 
a last minute miracle can be per- 
formed. And I have seen these near 
miracles, too. But then, none of us 
lives forever; someone must treat 
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the cancer patient, and oftentimes 
one is able to give many months of 
added life and comfort with radia- 
tion therapy. But cancer is not the 
only field open to the therapist. He 
also treats forms of arthritis often 
with good results— and a grateful 
patient. 

Many benign lesions are known 
to respond to x-rays. Or, in nuclear 
medicine, radioactive isotopes are 
becoming a most useful therapeutic 
and diagnostic tool, and the patient 
who has intractable angina often 
experiences considerable relief, 
thanks to radioactive iodine. The 
hyperthyroid patient is frequently 
spared the expense and risk of sur- 
gery with radioactive iodine treat- 
ment. 

The diagnostic radiologist seldom 
has a chance to know the patient as 
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well as the radiation therapist or the 
general practitioner. But if he wants 
to build up this part of his practice, 
he too can take time to talk with 
the patient, and to gain an insight 
into the patient’s problems. If he is 
truly interested in the welfare of his 
fellow man, he will be perceptive to 
his needs, much as any other physi- 
cian. 

I might add here that the radiolo- 
gist should not feel that he does 
not have to make night calls or that 
his weekends are free. Just as the 
surgeon, internist, or G.P. must see 
patients on off hours, so should the 
radiologist be available for the in- 
terpretation of a film, to do an 
emergency G.I. series, or to even 
start treatment for an acute parotitis 
or other condition. 

Finally, radiology is a referral 
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practice. A few radiologists may be 
known well enough so that the pa- 
tient will seek them directly. The 
radiologist, however, is essentially a 
consultant. Not only must he please 
the patient, but he must also satisfy 
the referring doctor. As is true in 


any form of practice, if you are sin- 
cere and honest, offer efficient sery- 
ice, and are aware of the broad 
scope of medicine, you can be a 
successful radiologist. 

This, then, is my answer to “Why 
Radiology?” 


"You should have called me when you noticed the first warning symptom." 
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Special Report 
on Blue Cross Plans 


Hospital Care 


Paid 
In Advance 


From a handful of Texas school teachers who paid 
three cents a day for coverage, Blue Cross member- 
ship now totals nearly 55 million persons in the 
U.S. and Canada. Inevitably, such things as inflation, 
increased hospital services and broader benefits have 
combined to up the ante. For thirty years, Blue Cross 
has solved problems as they have arisen. Current 
questions concern diagnostic admissions, over- 
utilization, care of the aged, and “major medical’’ 
coverage. These questions, too, will find answers 
under this unique, voluntary system of hospital bill 
prepayment. 


James E. Bryan 


"icine years ago, an idea’ ment of this idea has brought mod- 

took root in Dallas, Texas. It was a ern hospital service within easy 

brand new idea, and it saved our reach of millions of people who 

voluntary hospital system from _ previously lived in constant fear of 

almost certain bankruptcy. personal bankruptcy due to an un- 
More important in the long run, expected serious illness. 

perhaps, is the fact that the develop- Blue Cross, now a_ nation-wide 
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household symbol for 
pre-paid hospital 
care, was born at a 
time when most 
Americans desper- 
ately needed some 
sort of financial mira- 
cle. The Great De- 
pression (1929-35) 
was deepening, one- 


In December 1929, 
the Baylor Plan was 
started, with more 
than 75% of Dallas, 
Texas school teach- 
ers enrolled, The plan 
originally offered 21 
days of hospital care 
for 50 cents a month. 


pensive that most 
people could not 
meet its unbudget- 


able costs from cur. 
rent income. More 
and more people 
were becoming, un- 
willingly, charity pa- 
tients. 

Thus, while tax- 


third of our normal 
working population 
was jobless, and public relief rolls 
were bulging. 

At one point during the Depres- 
sion, less than half the patients ad- 
mitted to hospitals were able to meet 
their hospital bills in full. But at 
the very time that patients were hav- 
ing a harder time paying for hos- 
pital and medical care, the services 
provided by doctors and hospitals 
were multiplying in number and ef- 
fectiveness, through the development 
of improved professional techniques. 
Costs were rising. 

Our hospitals had in fact been 
going through something of a private 
depression of their own during the 
middle twenties, when the rest of our 
economy was in a state of feverish 
prosperity. Between 1921 and 1931, 
while the bed capacity of American 
hospitals grew more than 50%, the 
bed occupancy rates of voluntary 
hospitals were falling. In one year, 
1927-28, occupancy dropped from 
78.7% to 65.5% of capacity. The 
reason: even under generally pros- 
perous conditions 28 years ago, mod- 
ern hospital care had become so ex- 
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supported hospitals 
were crowded, the 
average use of voluntary hospital 
beds decreased steadily to a Depres- 
sion low of less than 50%. 


Dallas does it... 

Justin Ford Kimball, Ph.D., was 
a teacher at Southern Methodist 
University from 1924 to 1929. Prior 
to 1924, Dr. Kimball had been a 
school teacher in Louisiana, a prin- 
cipal of two Texas schools and, for 
10 years, from 1914-24, superintend- 
ent of the Dallas public schools. 

In the year 1929, Dr. Kimball was 
appointed executive vice-president of 
Baylor University in charge of the 
university's medical units in Dallas. 
He knew as well as anyone the hu- 
miliating problems of school teach- 
ers facing unexpected hospital bills, 
and he came to understand quickly 
enough the dangerous plight of hos- 
pitals, more and more of whose pa- 
tients could pay less and less for 
their hospital care. 

As a school man in 1921, Dr. Kim- 
ball had organized a voluntary “sick 
benefit fund” among Dallas teach- 
ers. He had been inspired to do 
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s mething to prevent 
a recurrence of the 
hardships caused 
among his fellow 
teachers by the influ- 
enza epidemics of 
1918-20. Also, when 
Dr. Kimball took 
over at Baylor, he 
found the hospital in 
debt for current ob- 
ligations and _ over- 
due bonds to the ex- 
tent of 1.5 million 
dollars. Some school 
teachers were in debt 


In 1939, the Ameri- 
can Hospital Asso- 
ciation adopted the 
Blue Cross emblem, 
with the A.H.A. seal 
superimposed, as the 
official symbol of 
A.H.A, approval of 
local plans. Basic re- 
quirements for such 
approval included, 
among others, “allow 
free choice of doctor 
and hospital," and, 
“operate on a non- 
profit basis." 


An idea evolves 
The mutual prob- 
lems of hospitals and 
patients were just as 
big and tough in New 
Jersey as in Texas, 
during the early 
1930’s. One man, 
Frank VanDyk, now 
vice president of New 
York’s Blue Cross 
Plan, trying, 
with growing frustra- 
tion, to help 17 hos- 
pitals in Essex 
County (N. J.) keep 


to Baylor Hospital in 


afloat, when, in 1932, 


amounts of $1000 or 


more. 
In December 1929, the Baylor 
Plan was started, with more than the 


required 75% of the teachers en- 
rolled in the plan. The plan origi- 
nally offered 21 days of hospital care 
for fifty cents a month. The school 
teachers were soon joined by news- 
paper, banking and other Dallas 
working groups as subscribers to the 
Plan. 

Baylor Hospital had to go it alone. 
The other two Dallas hospitals 
started their own hospital plans, but 
the idea of hospitals cooperating in 
offering a single community-wide 
prepayment program was the next 
phase of the Blue Cross story, and 
it was enacted in New Jersey. 


he heard of Dr. Kim- 
ball’s Baylor Hospital Plan. Mr. 
VanDyk was then Executive Secre- 
tary of the Essex County Hospital 
Council. 

Mr. VanDyk went down to Texas 
in May 1932 to study this plan at 
first hand. He liked the basic idea 
and hoped to transplant it in New 
Jersey. Mr. VanDyk also recognized 
the tremendous potentiality of inter- 
hospital cooperation in a community 
program. 

A study was made of the hospital 
admissions in 1930 in Essex County 
—-he incidence rates, the length of 
stay, admitting diagnoses and costs 
of care. Insurance companies were 
asked if they’d like to administer an 
inter-hospital prepayment plan. The 


Especially prepared by the author for Resipent Puysictan, 
this is the second article of a four-part series on the Blue 


Cross and Blue Shield Plans. 
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SAVES TIME, WORK, MONEY 


utomation 


the Modern Hospital 


The modern injection technique 


Serves the Serves the 
Administrative Medical and 
Staff Nursing Staff 


3 ¢ Eliminates hidden costs 

Simplifies stock control and handling 

¢ Reduces nursing workload— promotes efficient use of nurses’ time 

e No syringe breakage 

¢ No sterilization, no needle-sharpening—new, sterile needle for 
every injection 

e Cuts waste—no unused medication 

« Assures accurate dose 

e Assures asepsis 

e Reduced risk to personnel of contact sensitization 


* No risk of infectious hepatitis 


Note: The saving of time, work, and money by closed-system injection in the hospital 
has been determined by exhaustive published studies. The most recent, by J. A. 
Hunter, et al., is available upon request. See your Wyeth Territory Manager or 
address Wyeth Laboratories, P.O. Box 8299, Philadelphia 1, Pa. 


Now available: New 2-cc. syringe adaptable for TusBEx sterile-needle 
units in both 1 and 2 cc.! 


TUBEX 


Philadelphia 1, Pa. 
-~CLOSED-SYSTEM INJECTION 


answer was, “No.” 
They shied away 
from it as too much 
of a gamble in an un- 
charted field. 

“We found that the 
idea had to be run on 
| a voluntary non-profit 
| basis,” says Mr. Van- 
Dyk. “We had to 
blaze new trails be- 
cause there was noth- 


Blue Cross does not 
offer benefits in terms 
of a cash payment 
at x dollars against 
whatever the  sub- 
scriber's hospital 
costs may be. It of- 
fers “service” bene- 
fits in terms of fully 
paid hospital service 
in a semi-private 
room for a stated 
maximum number of 


troduced the idea of 
Blue Cross to St. 
Paul. And in 1934 
he also gave the 
name and symbol of 
Blue Cross to the na- 
tional voluntary hos- 
pital-sponsored __pre- 
payment movement. 

By 1935, the Blue 
Cross symbol was be- 
ing adopted by new 


ing to guide us. We 
had to create our own 
statistics, our own ex- 
perience.” 


days for 


contract 


admission or for each 


plans starting in 
many parts of the 
country. The pioneer- 
ing states included 
California, Louisiana, 


any given 


year. 


Essex County Plan 

Finally, in January 1933, the Es- 
sex County Hospital Council offered 
the first contract for prepaid hos- 
pital care on a multi-hospital basis. 
It cost $10 a year for 21 days cover- 
age, maternity service excluded. 

At the end of one year 6000 people 
had been enrolled through various 
groups and 30 hospitals were taking 
part in the plan. 

Meanwhile the idea was begin- 
ning to spread like gossip in a girls’ 
boarding school. Barely two months 
after the Essex County, New Jersey 
experiment got going, people in St. 
Paul, Minnesota, began to enroll in 
a hospital plan offered by six hos- 
pitals. This plan, too, was pioneered 
by a man who, like Frank VanDyk, 
is still prominent in Blue Cross. E. 
A. vanSteenwyk, another Dutchman, 
and at one time a school teacher, in- 


104 


North Carolina and 
West Virginia. 

In 1939, the American Hospital 
Association adopted the Blue Cross 
symbol, with the A.H.A. seal super- 
imposed on it, as the official symbol 
of A.H.A. approval of local plans. 
The basic requirements for A.H.A. 
approval of a plan were that it: 


@ stress public welfare 

© limit itself to hospital charges 

enlist professional and public 
interest 

® allow free choice of doctor and 
hospital 

© operate on a non-profit basis 

@ be maintained on a sound eco- 
nomic basis 

@ be promoted in a cooperative 
spirit and a dignified manner. 

By 1937, Blue Cross Plans reached 
a combined enrollment of a million 
persons. The yearly growth since 
then is shown in a tabulation else- 
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where in this article. 
(See page 106.) 
Today, about 28% 
of the people in the 
U. S. and Canada are 
members of Blue 
Cross. Blue Cross 
payments to hospitals 
account for approxi- 
nately 30% of all the 
income of the na- 


Today, about 28% 
of the people in the 
U.S. and Canada are 
members of Blue 
Cross. Blue Cross 
payments to hospi- 
tals account for ap- 
proximately 30% of 
all income of the na- 
tion's general hospi- 
tals received from 


population, or at 
least, not be loaded 
with sickly people, 
expecting to need 
hospital care; three, 
that changes in the 
general health con- 
ditions, or new de- 
velopments in med- 
ical practice, or the 
mere acquisition of 


tion’s general hos- 
pitals received from 
patients or on their 


behalf. 


patients or on their 


prepayment protec- 
tion, would not cause 
insured people to go 


behalf. 


How it works 

“Three cents a day for hospital 
care.” That was the original slogan 
of Blue Cross, back in the early 30’s. 


Three cents a day adds up to about 


$10 a year. And in those days ap- 
proximately one in every ten people 
went to a hospital each year for an 
average stay of about 10 days. Also, 
hospitalization in a semi-private 
room cost, then, on an average, about 
$7 a day. Hence, if a large group 
of people prepaid $10 a year each 
for hospital care, it was theoretically 
possible to insure the full payment 
of their needed hospitalization in 
semi-private accommodations with a 
comfortable margin for administra- 
tive expenses. 

Such calculations were based, 
necessarily, on a number of assump- 
tions: one, that hospital operating 
costs would remain fairly constant; 
two, that the Plan’s enrollment would 
represent a fair cross-section of the 
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oftener to the hos- 
pital or to stay longer in a hospital 
than before they had this protection. 
This obviously is a pretty “iffy” 
matter; and, looking back over the 
economic and medical history of the 
past 25 years, it is a tribute to the 
adaptability of Blue Cross, and a 
testament to the public’s evaluation 
of Blue Cross that the movement has 
spread so far and so fast. 


Inflation 

It’s interesting to note what has 
happened to some of these factors 
that should not be too variable—or 
whose variations are certain to keep 
a Blue Cross Plan constantly off 
balance: 

The tabulation shows that in the 
past 10 years, there has been a con- 
tinuous increase in the number of 
hospital admissions per thousand 
Blue Cross members—both for in- 
patient and for outpatient service. 
In fact, the latter index has doubled 
in eight years. The average length 
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ospital stay was 
rowing shorter dur- 
pg the late *forties 
| early “fifties but 
the past three 
ars, even this index 
reversed _ itself 


sage length of hos- 
jital stay was de- 
ceasing, it tended to 
ifset the effect of the 
increasing rate or in- 
tidence of hospital 
admissions. Now, 
however, all the in- 
lices are going up. 
Many people would 
like to know where, 
when— and whether 
— these factors will 
ever level off. 

The combination of 


Many Blue Cross 
plans are attempting 
to solve the dilemma 
of diagnostic admis- 
sions by paying for 
diagnostic services in 
the outpatient de- 
partment, thus no 
longer requiring the 
patient to be hospi- 
talized as a bed 
patient to receive 
diagnostic work-ups 
. Diagnosis is an 
integral part of medi- 
cine, and the Blue 
Cross trend is un- 
deniably in the direc- 
tion of an ever more 
complete and com- 
prehensive prepay- 
ment program. 


a tribute to the quali- 
ty of hospital care, 
to the attractiveness 
of the Blue Cross 
“service benefit” pat- 
tern, to the good 
sense and provident 
spirit of the people, 
or to the general ex- 
pectation that every- 
thing is going to cost 
more money, anyway. 

We have referred 
to Blue Cross “serv- 
ice benefits.” This 
means that in the 
typical Blue Cross 
Plan, benefits are 
provided not in terms 
of a cash indemnity 
of x dollars against 
whatever the  sub- 
scriber’s hospital 
costs may be, but in 


these inflationary factors has pro- 
duced in the nine years, 1947-56 an 
increase of 80.3% in the average 
rates of non-profit hospitals for a 
single room; an increase of 88.8% 
for a two-bed room; and an increase 
of 95.4% for a “multibed” room. 


Rates 

Naturally the subscription rates of 
Blue Cross Plans have been adjusted 
to these trends. The fact that more 
people have been willing to pay 
more and more money for prepaid 
hospital care, and to buy Blue Cross 
in the face of constantly rising sub- 
scription rates can be interpreted as 


Oeiober 1957, Vol. 3, No. 10 


terms of fully paid hospital service 
in a semi-private room for a stated 
maximum number of days for any 
given admission or for each contract 
year. 

To offer its members fully paid 
hospital care, a Blue Cross Plan 
must maintain a contractual rela- 
tionship with most if not all the hos- 
pitals in its area of operation, and 
in the long run, Blue Cross has to 
pay its contracting or “cooperating” 
hospitals the full cost of the semi- 
private services offered to its mem- 
bers. This means that the rates of 
any Blue Cross Plan must corre- 
spond to the per diem costs of its 
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“cooperating hospitals.” An insur- 
ance company, on the other hand, 
since it makes no pretense of cover- 
ing the full cost of service, can main- 
tain a constant rate, but the true 
value of its cash benefits against the 
rising costs of hospital care will be 
constantly depreciating in such in- 
flationary times as we have been 
going through ever since World 
War II. 


Problems 


Blue Cross has grown so fast, and 
in so explosive an economic atmos- 
phere, that its future always seems 
to be in the immediate past. 

Today Blue Cross is being criti- 
cized for not meeting the needs of 
the aged (over 65) group; for not 
covering the chronically ill and the 
“medically indigent;” for not meet- 
ing the costs of diagnostic admis- 
sions; and for failure generally to 
provide “major medical” coverage. 

Unlike most commercial insurance 
companies, Blue Cross does not can- 
cel a subscriber when he reaches age 
65. But many plans wil not initially 
enroll a person 65 or older. People 
over 65 are ayptical in many years. 
Many are retired and some lack the 
incentive of young people to get on 
their feet and go to work. Older 
people use hospital services more 
frequently and stay longer than 
younger people. Nevertheless an in- 
creasing number of older workers 
and retired people are now covered 
by Blue Cross and serious study is 
being given to various ways of build- 
ing reserves during earlier years 


against the extra needs of the later 


years. pl 
The chronically ill benefit from Mins. I 
Blue Cross whenever they become I medi 
bed patients in general hospitals, Miably 
But the special needs of the chronic Jjmre co 
patient are more likely to be cus- Meepayiz 
todial than medical. The problem §§ The « 
of the chronically ill is not so much Jjoverage 
an insurance problem as it is one [pésabilit 
calling for public assistance. And 
the same may be said of the indigent riether 
and medically indigent groups. werage 
liseases 

Diagnostic admissions be or 
Many Blue Cross Plans are at- overag 
tempting to solve the dilemma of §,,}j in ; 


diagnostic admissions by paying for 
diagnostic services in the outpatient 
department, thus no longer requiring 
a patient to be hospitalized as a bed 
patient to receive diagnostic “work- 
ups.” Naturally, this solution has 
raised new problems affecting the 
relations between the hospital and 
its attending physicians who prac- 
tice in the community. If Blue Cross 
pays for diagnostic service (X-ray, 
pathology, cardiology, etc.) in the 
O. P. D., then the hospital prepay- 
ment plan is entering the area of 
medical service that is claimed by 
and reserved to the Blue Shield 
medical care prepayment plan. And 
furthermore, Blue Cross then ap- 
pears to be promoting hospital prac- 
tice of medicine, in direct competi- 
tion with the community’s physi- 
cians. 


More 
pre 


Most physicians and hospital ad- 
ministrators recognize, however, that 
a workable solution must be found 
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» te problem of diagnostic admis- 
ions. Diagnosis is an integral part 
{ medicine, and the trend is un- 
yniably in the direction of an ever 
complete and comprehensive 
mepaying program. 

The demand for more complete 
werage applies to the long term 
lisability as well as the acutely se- 
rious short term problem. But 
hether you define “major medical” 
werage in terms of specific “dread 
liseases,” or a long period of cover- 


we or a high maximum financial 
overage, Blue Cross does pretty 
ell in meeting the popular needs. 


plete protection 
More and more Blue Cross Plans 
ae teaming up with their Blue 


Shield affiliates in offering an ever 
more complete protection. The hos- 
pital administrators and physicians, 
without whose active support neither 
Blue Cross nor Blue Shield could 
have developed, recognize that un- 
less these voluntary non-profit plans 
can meet the needs of the American 
people, then the control of America’s 
medical economy will pass out of 
their hands. The Blues have proved 
that our medical-economic problems 
can be solved on a voluntary basis, 
by those who know best how to solve 
them. 

The unmet needs of today must 
become the prepaid benefits of to- 
morrow—and this is the continuing 
job of Blue Cross and Blue Shield. 


Nationally known as a consultant in medical ad- 
ministration, public relations and prepayment, 
the author has more than 25 years’ experience 
in medical administrative work as executive sec- 
retary of the medical societies of New Jersey 
(state) and Westchester and New York (county). 


Mr. Bryan was administrator of New Jersey’s Blue Shield Plan 
from 1950 to 1955. His authorship includes articles published 
in many of the leading medical journals as well as the book, 
“Public Relations in Medical Practice,” Williams & Wilkins, 1954. 


Next Month: Blue Shield—Prepaying the Doctor 


|| 

About 
The 
Author 

— No 109 


Reisen: Roundtable is a transcript of a recorded 
panel discussion among residents and practicing phy- 
sicians. The comments, ideas and opinions expressed 
by panel members do not necessarily represent the 
views of ResipeNnt PuysiciAn or its editors. Actual 
names of panel participants are not used. Readers’ 
comments are invited concerning any point at issue in 
the discussion. Address your remarks to “Resident 
Roundtable” in care of this journal. 


This month’s panel 


Dr. Bailey A graduate of a New York State Medical School, 
he took his internship at a large municipal hospital and served two 
years in the Army. After completing three years of residency in 
internal medicine he entered private practice last year. 


Dr. Collins Dr. Collins is a general practitioner. He is a graduate 
of a northeastern medical school and interned at the municipal hos- 
pital affiliated with his alma mater. He began a residency in pathology 
and after six months of training he was called into the Air Force. 
After two years of military service he opened his present practice in 
the northeastern United States. 


Dr. Wiggin A graduate of a Philadelphia medical school, he took 
a six-month residency in internal medicine following his rotating 
internship. He then changed his program to general surgery and 
after two years of military service he completed his board require- 
ments in orthopedics. Currently he is in private practice in the Mid- 
west. 


Dr. Wheeler A graduate of a southern medical school, he served 
his internship at a municipal hospital. An Air Force veteran, his 
specialty is obstetrics and he is presently chief resident in a private 
hospital with university affiliation. 


Resident Phys: cian 


| 


c 

110 Oct 


Comment and opinion 


Roundtable 


A general practitioner outlines his role in medi- 
cine, answers the objections of specialists con- 
cerning the GP’s “invasion of the specialties,”’ 
points out that physicians who have taken 
residency training have no monopoly on the 
“practice of medicine with a conscience.’’ The 
panel agrees that GP residencies are valuable 
and suggests what such residencies should and 
should not include in their programs. 


MODERATOR: I think we should try for a working definition 


of general practitioner. 


DR. BAILEY: In my mind a general practitioner can be de- 
fined in two ways. You can say he is a physician who limits 
his practice essentially to internal medicine, referring some of 
his more complicated and certain specialized work to men who 
have had additional training in that particular field. 

Or a general practitioner can be defined as a physician who 
attempts to do everything, deliveries, surgery, sometimes major 
surgery; he does orthopedics, radiology and treats infants and 
children; he works in all fields of medicine, including psychi- 
atry. 


MODERATOR: Will you include neurosurgery? 
DR. BAILEY: Well, there are examples of this; certainly not 
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in metropolitan centers, but in areas in this country where 


physicians whose only training consisted of an internship and 
perhaps, but not necessarily, one postgraduate course. These 
men do brain surgery, not as a routine matter of general prac- 
tice, but whenever the situation is brought to them. 


MODERATOR: Dr. Wiggin, would you give us a definition? 


DR. WIGGIN: The general practitioner is typified in the mind’s 
eye of the average American, and I’m not talking about Ameri- 
cans in the metropolitan areas, as a kind of Dr. Christian. He 
does brain surgery, -he does toe nail clipping; he’d do dentistry, 
too, if it didn’t demean the M.D. He counsels, instructs, fixes 
traffic tickets and whatnot. 


MODERATOR: Dr. Wheeler, what is your definition of the 
GP? 


DR. WHEELER: The general practitioner, outside of big 
cities, is a man who is able to treat most uncomplicated phe- 
nomena of medicine and surgery, barring complex diseases 
and major surgery. 
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Each LUFA capsule provides: 


UNSATURATED FATTY ACIDS** 378 mg. 


PYRIDOXINE HCI (Be) 2 mg. 


CHOLINE BITARTRATE 233 mg. 


di, METHIONINE 110 mg. 


INOSITOL 40 mg. 


DESICCATED LIVER 87 mg. 


VITAMIN Bi2 1 mcg. 


VITAMIN E (dl, alpha-tocopheryl acetate) 3.5 1.U. 


u.s. corporation 


(Arlington- 


320 
290 
oflinoleic acid. 
Best result e obtained when LUFA is given as an 4 
ion adjunct tora diet adequate in protein. tow in animal fat and 


MODERATOR: Now let’s give a general practitioner an oppor- 
tunity. 


DR. COLLINS: I am usually the L.M.D., used in the derogatory 
sense. I am a physician. I practice pediatrics plus adult medi- 
cine. I do very little surgery because I don’t consider myself 
sufficiently trained to do surgery . . . but I must admit I will 
do more than a pediatrician or an internist. I do my own cir- 
cumcisions, most of my own tonsillectomies, some simple frac- 
tures and also episiotomies and minor gynecological operations. 


DR. WIGGIN: Do you assist? 


DR. COLLINS: I assist at all my surgeries. I also, perhaps, 
do more total medicine than most of my colleagues in the 
special fields of internal medicine and pediatrics. I send for 
consultation only on the more difficult cases because I think 
my knowledge and experience in general medicine is quite 
broad. By that I mean in services such as dermatology. For 
example, I believe I know more about skin rashes than the 
average pediatrician or internist. 


DR. WIGGIN: But not more than the average dermatologist. 
DR. COLLINS: No, no. 


MODERATOR: Dr. Bailey seems to have a rather urgent 
question. 


DR. BAILEY: May I ask with what basis in training do you con- 
sider yourself competent to handle all of these various branches 
of medicine that you have outlined? 


DR. COLLINS: After medical school I took a one year intern- 
ship in a large municipal hospital in a metropolitan area. I 
took a six-month residency in pathology. I had intended to 
become a specialist but was drafted after six months. I spent 
two years in the Air Force in a large general hospital. It was 
practically a duplication of my internship experience. I have 
a good knowledge of medicine and a good conscience. I know 
what I can handle and I know what I can’t handle. I use that 
as my guide. 
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MODERATOR: Yes, Dr. Bailey? 


DR. BAILEY: May I quote my own experiences in this matter 
as a rebuttal. I also interned, a rotating internship, and spent 
a month or two months on each of the services. Subsequently. 
I went into the armed forces. While I didn’t have the samc 
experience in service as you had, I came to a decision in my 
own mind about what I would do when I got out of service. 
It was based on the fact that I felt I could only act as a referral 
source rather than to treat everything and anything at all. 
With that experience, a wide experience by most standards, | 
went into a specialty because I realized my own limitations 
and that I would prefer to be competent in one particular field 
rather than try to do everything and be, in my own mind, 
incompetent in it. 


DR. COLLINS: Well, first Dr. Bailey, I do not know as much 
about ears as a good E.N.T. specialist. I haven’t had the training 
and I haven’t had the experience. However, I don’t think anyone 
can say that I cannot treat some ear conditions. Even though 
it is conceivable that an E.N.T. man has more experience in 
treating an acute otitis media than I, no one will say that I 
have to refer every case out. 


MODERATOR: I suppose that would apply to specialists, too? 


DR. COLLINS: Certainly; as an internist, you will probably 
be treating psoriasis. I don’t think you'll argue against the 
fact that a good skin man knows much more about psoriasis 
than you do, but you don’t feel you are incompetent to treat 
your patient. In other’ words, no matter what field you are in, 
I agree there is someone that probably knows more about it, 
but I don’t think my patients are being endangered by my 
treating many, many things. 


DR. WIGGIN: If you treat with conscience, fine. If you treat 
with an eye toward what you can get away with, this is the 
wrong kind of treatment. 


MODERATOR: Wouldn’t that also be true of any specialist’ 


DK. WHEELER: I think this is true of any physician. There 
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e Delay in wound healing 
e Changes in peripheral blood picture 


1 Hemorrhage, hematoma or petechiae 
With No Danger Of e Granulomas at injection site 
e Chills, cyanosis or allergic reaction 
e Aggravation of infection 


VARIDASE 


intr amuscu l ar Streptokinase-Streptodornase Lederle 


Intramuscular VARIDASE accelerates resolution of inflammation 
at almost any site in the body. Provides unsurpassed proteolytic 
therapy in many inflammatory conditions such as: trauma; 
abscesses; cellulitis; thrombophlebitis; epididymitis; decubitus; 
diabetic and varicose ulcers; hemarthrosis; iridocyclitis; and 
sinusitis. 

Easy-to-prepare—Simple mixing instructions in the package 


literature 
Easy-to-use— Water-soluble (no oil)—minimizes injection pain 
... eliminates oil-sensitivity reactions 


1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, F. B.: 
Postgraduate Medicine 20:260 (Sept.) 1956. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY 
*Reg. U. S. Pat. Off. PEARL RIVER, NEW YORK 
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CAPSULES 


Convenient Dosage Form 
‘Spansule’ capsules provide sus- 
tained release of medication over 
a prolonged period of time. In 
each capsule, hundreds of tiny, 
coated pellets with varying dis- 
integration times assure a re- 
lease of medication which is 
uniform, continuous and pro- 
longed—regardless of individual 
variation in pH and motility of 
the intestinal tract. 
Thorazine’s Usefulness 
Enhanced 
With the introduction of 
‘Thorazine’ Spansule capsules, 
Thorazine’s usefulness is 
extended, providing sustained 


therapy in all indications wh 


“Thorazine’ has proved its var! 


s offer 
Four Strengths Offered 
New ‘Thorazine’ Spansule all: 
sules are available in f@ “ith 
strengths—30 mg., 75 mg., 
mg. and 200 mg.—to facilitgg’*™©™ 
individual dosage regimens 
many cases, a single dose inf’ 5 ‘ 
morning will achieve the desig 
response. When 24-hour tha?! Y¢ 
peutic effect is desired, | rol = 
morning dose may be repeat won 


. ng 
in the late afternoon or evenitg 


indie: 

*T.M. Reg. U.S. Pat. Off. 
for chlorpromazine, S.K.F. form: 
T.M. Reg. U.S. Pat. Off. ed us 
or sustained release capsules, S.K.F. sate 


| \4 / 
4 
at 
> 
J 


ch L@. Philadelphia, Pa. 


ALL NIGHT 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 
DRAZINE’ THERAPY WITH A SINGLE ORAL DOSE 


Thorazine’ Spansule cap- 
s offer the proven efficacy 
red @lhorazine’ plus the advan- 


seule all-day or all-night ther- 
in f@ With a single oral dose. 7 
mg., patients will enjoy the 2 


> daily. Because there is 
erisk of forgotten doses and 
edesigsequent medication-free in- 
ir thas, you will have far better 
red, (@'o! Over your patients’ course 
repeat edication. 
thorazine’ Spansule capsules 
indicated wherever other 
forms of “Thorazine’ have 


slained release medication 


facility of only one or two | 


ed useful. The advantages: 


are particularly helpful in on-the-go 
patients and those requiring frequent 
or round-the-clock doses. 

To give you optimum flexibility in 
selecting and adjusting dosages for 
your individual patients, ‘Thorazine’ 
Spansule capsules are available in four 
strengths: 30 mg., 75 mg., 150 mg. 
and 200 mg. 


4 
4 / ty * 
—— 
4 
| 
| i 
= 
ns wi 
| 4 
3 


are many board surgeons who are considered reputable spe- 
cialists, probably chiefs at hospitals, who have no experience 
in chest surgery; yet they are doing chest work while there 
are far better men, younger men with good residency training 
behind them, available on the staff. 


DR. COLLINS: Yes, and there are many of these young men 
going into private practice after residency. I think you'll admit 
that your residency training, no matter how good, is still limited 
as to experience. Yet these men get cases. They do not have 
as much experience as older men in their neighborhood, but I’m 
sure they don’t refer them all out. 

If it depends on your conscience, then I’ll say GP’s have just 
as much conscience as specialists. 


DR. WIGGIN: One of the important things that residency 
training gives a man is a recognition of his own limitations. 
He sees, in his specialty training, a vast number of complex 
cases . . . since most of the complicated work is funneled to 
the large hospital. In seeing all this complex work, he learns 


that he has his failings, he’s fallible and there’s just so much 
that he can learn. He is taught and conditioned to call in 
superiors, men with more skill, training and clinical acumen. 
This conditioning follows him after he finishes his formal train- 
ing and enters private practice. 
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MODERATOR: Then you disagree with Dr. Collins who feels 
that the specialist does not always refer patients within his 
own specialty to those better qualified, in his opinion, to 
handle the case? 


DR. WIGGIN: I most certainly do. . 
that is . . . there are exceptions. 


. as a general rule, 


DR. BAILEY: I think there is another reason in answer to 
Dr. Collins’ defense of the situation. It is not that the specialist 
has more of a conscience than the general practitioner, per se. 
But there is a force of circumstance. A general practitioner 
depends basically on the volume of patients that he is able 
to see because of his relatively low fee scale. If he starts to 
raise his fee scale too high it no longer becomes economically 
expedient for the patient to come to him. Therefore, relying 
on volume and on low fees, if he then refers everything out which 
is even questionable in his mind as to his ability to handle, 
this man eventually would go broke in his practice. 


MODERATOR: Dr. Wiggin, you have a comment? 


DR. WIGGIN: In addition to this, the general practitioner 
today has a mechanism of providing himself with more income 
than he ever could have before. 


MODERATOR: By mechanism, you mean what? 


DR. WIGGIN: I mean . . . well I mean a device. I mean a 
system such as Blue Shield and other health insurance plans. 
These plans make no differentiation between the general prac- 
titioner and the specialist. And they have a fixed fee schedule. 


Therefore, if a general practitioner sees a relatively uncom- s 
plicated surgical problem, one requiring a procedure he feels - 
he can do with a minimum of trouble, skirting its dangers, 

he will do it because the possibility of obtaining a $100 fee ~ 


is there; if he referred it out, the fee would be only $5 to him. 


DR. COLLINS: As a general practitioner I suppose my closest 
competitors would be the internist and the pediatrician. My 
fee schedule is very similar to theirs, perhaps a dollar or two 
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less on an office or a home visit. However, my sources of 
income are much greater than either the internist or the pedia- 
trician. For example: On my child patients, I do tonsillectomies. 
My fee is $50. My pediatrician friends are forced to refer 
them out. I do circumcisions on my newborns. When a mother 
comes to me with an emergency, I don’t have to refer it out. 
I can take it myself and get the income. In one out of twenty, 
perhaps, I will call in a consultant. These are things which 
any doctor with ability and some training can do. If your 
argument has validity I would say that it is the pediatrician 
and the internist who are being pressured because of income. 


DR. WHEELER: I don’t agree. The internist has in his prac- 
tice the potential of earning much more because the internist 
is expected to do comprehensive work-ups. The internist 
can do an extensive medical work-up with the expectation of 
a higher fee. 


DR. COLLINS: I have a large practice . . . all the patients 
I can handle or want. I believe I can make a higher income 
by seeing four, five or six patients an hour with simple things 
like sore throats and upper respiratories than my internist 
friends can in seeing one patient an hour. 


DR. BAILEY: I would certainly agree with you, if you limit 
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your practice to that and refer the rest. I have yet to see a 


or 

general practitioner who does that. pl 
hi 

DR. COLLINS: The point I’m making is not a matter of income in 


because I have the sources of income. With these uncompli- li 
cated treatments, my practice is large enough to keep me busy 
all day long. The volume alone determines this. 


D 
DR. WIGGIN: Then tell me, doctor, why do you want to do d 
the postoperative care on a patient when you haven’t done the h 
surgery? Why, if you can make so much more money with 
these other things, do you prefer to treat the uncomplicated N 
fracture and then ask your consultant on a hit and miss basis I 
by meeting him in the halls of a hospital whether you’re doing 
the right thing or not? c 
a 
DR. COLLINS: Well, one basic reason is that my patients il 
must have a tremendous amount of confidence in me in order g 
for me to give them good medicine. If one of my patients 
has a broken arm, let us say, and the surgical procedure is i 


too great for me, I would explain to my patient that I wanted r 
to call in a specialist. Yet, my patient wants me there at the f 
operation and would be insulted if I was not there. My patient x 
wants me to be active in his postoperative course. My patient c 
has more confidence in me than he has in you. It is not right I 
for me to send you a patient, telling you to send him back two 

months later so I can shake his hand; my patient would be ] 
severely disappointed. i 


MODERATOR: The situation Dr. Collins describes is one 


which occurs in obstetrics, isn’t it? 


- DR. WHEELER: Yes. Ninety percent of deliveries could be 
done by the local physician since ninety percent are relatively 
uncomplicated. However, when the complex situation arises, 
the general practitioner has the human tendency to delay, 
feeling that perhaps this will straighten itself out. I have seen 
many cases carried too long so that the greatest specialist in 
the field would have extreme difficulty in preventing either 
mortality or severe morbidity to infant or mother. 


DR. WIGGIN: Dr. Wheeler brings up a good point. A check 
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on statistics on morbidity and mortality, again using the exam- 
ple of pregnancy, would reveal that in the past 30 years there 
has been a sharp decline in both. There has been a sharp 
incline in the rate and frequency of specialists doing the de- 
liveries, during the same period. 


DR. COLLINS: I would hardly contend that some correlation 
does not exist. Yet many other factors have influenced this 
happy statistic. 


MODERATOR: Statistics, anyone? Or, will Dr. Bailey tell us 
how he limited his practice? 


DR. BAILEY: Gladly. When I entered practice, I had been 
advised to put in full x-ray equipment to do my own gastro- 
intestinal series, to do my own barium enemas, to do my own 
gall bladders, to do my own IVP’s. 

Despite the fact that I spent four months doing only gastro- 
intestinal series while at my residency hospital, with the 
radiology department, I did not feel qualified. I put in a 
fluoroscope and I fluoroscope my patients, and I do chest 
x-rays. All the rest of my x-rays are sent out to someone more 
competent than I to do them. This is within the limitations of 
my conscience. 


DR. COLLINS: Yet you'll admit that there are board men in 
internal medicine whose practice starts with the child barely 
old enough to walk, even though the last time they saw a child 
that age was one month on pediatrics in internship. Again, it 
depends on conscience . . . and I disagree completely with the 
inference that in order to have a good conscience you must 
take a residency. . 


MODERATOR: What should the general practitioner do? 
Does he have a place in medicine? 


DR. WIGGIN: Yes. I do believe there is a place. There are 
many hospitals that are understaffed which require the valuable 
services of a physician who doesn’t have quite the level of 
training as a bona fide specialist in a surgical field and... . 
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MODERATOR: ... Do you mean board? 


DR. WIGGIN: . . . Boards, yes, not board trained by an 
accredited institution. These men fill a gap in the medical 
system. There must be the individual willing to sacrifice his 
time, willing to take the night calls, the $5 fees, and treat the 
colds and sore throats which would not fit the specialist’s prac- 
tice. 


DR. COLLINS: I wonder sometimes if there is a place today 
for all the specialists. Years ago when there was only one 
pediatrician in Chicago and he was probably charging the 
equivalent of let’s say $25 for an office consultation, I am sure 
that 99 percent of the cases he saw were true diagnostic prob- 
lems that could not possibly be handled by a GP. And a GP 
had no hesitation in referring any problem that he felt the 
slightest degree-of incompetence in handling. Today, pediatri- 
cians are running well baby clinics, are taking care of colds 
and are charging the same fee as the GP. They’re not truly 
specialists. They’re practicing general practice among children 
and at the same time calling themselves specialists. If they 
would act as true specialists, limit themselves to diagnostic 
problems, charge a significantly higher fee and not try to com- 
pete with me by charging only perhaps $1 more than I charge, 
then, GP’s would probably refer more cases. 


DR. WHEELER: I think that the situation that Dr. Collins 
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described as thirty years ago was probably very true and I 
would find no cause to argue with him. However, with the 
progress of medicine in all of the various specialties . . . not 
looking on a specialist as an individual but a specialty as a 
branch of medicine . . . and since progress has occurred, it 
has become more and more difficult for the GP to recognize 
some of the diseases which were once passed off as undiagnosed 
diseases. The patient would die. The doctor wouldn’t know 
what they died of —the doctor never knew what to put down 
on the death certificate. So as medicine increased in knowledge 
it was necessary for people to go and take more training. True, 
the pediatrician perhaps doesn’t fit into a well baby clinic 
except under one important circumstance: babies come to 
well baby clinics with esoteric diseases which may endanger 
their future health. It’s by virtue of the pediatrician’s training 
in a hospital for two or three years that he is able to recognize 
the symptoms of this particular condition at inception. Any- 
body can relegate someone to a wheelchair after polio has 
paralyzed his limbs. 


DR. WIGGIN: I concur. This is frequently seen in the study 
of childhood deformities. They are easily missed, as in feet 
or hips. The pediatrician is trained for two years to look for 
these deformities in his well baby clinic. It’s hammered into 
him and he is extremely conscious of it. The result is that the 
pediatrician picks up many, many more than does the average 
general practitioner. I believe that if you consult any large 
orthopedic clinic or practice, they’ll bear this out. 


DR. COLLINS: Yes. L agree. So perhaps an answer would 
be to increase the training of the general practitioner and cut 
down the number of specialists being turned out. 


MODERATOR: Any comment on this proposal? 


DR. WHEELER: I think that Dr. Collins has a good point, in 
theory at least. However, I don’t think it would work in prac- 
tice. Many residents feel perfectly competent to handle a great 
number of the subspecialty problems simply because they are 
dealing with them all the time. But after they are in practice 
and see perhaps one a year or two a year, their knowledge 
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gets away from them. I think this situation would occur with 
the general practitioner. He might very well have a year of 
training in obstetrics, a year of training in surgery and so 
forth. Of course, it’s economically unsound from an educa- 
tional point of view but more important, if he could not con- 
tinue to keep up in this field in his practice, in a few years 
he would find himself over his head again. Perhaps ten years 
hence with the program that you advocate _.. we would 
be right back in the muddle again... 


MODERATOR: ... Pardon me ... Yes, Dr. Collins? 


DR. COLLINS: There was a recent article which made a point 
on this question: A young fellow starts out in general practice 
in a small town. As his practice grows, the first thing he 
decides to give up is obstetrics. The second thing he decides 
to do is give up a lot of his night work. The third thing he 
does is give up some of his surgery. By the time he is forty- 
five, he is actually practicing a combination of internal medi- 
cine and pediatrics. 

Now, let’s suppose an internist starts out in this town. At 
first he practices strict internal medicine. Then, he finds his 
age group begins to drop down to four and five and sometimes 
to three and two years old. Now, at age forty to forty-five years, 
both these men are practicing the same general medicine. 
What is an internist and what is a generalist? 


MODERATOR: In educational background we find certain 


differences. 


DR. BAILEY: The man who spent three, perhaps four years 
at the hospital getting -basic and fundamental knowledge for 
the practice of internal medicine, then devoting twenty years 
of practice to it, even dropping his age limit, is certainly better 
fortified than a man having a couple of months of internal 
medicine during his internship. 


DR. WIGGIN: I believe that the man who is willing to go out 
in general practice after a year of internship is not as well 
equipped morally, mentally or medically as is the man who is 
willing to sacrifice a few years for a monetarily unproductive 
period of training. 
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In a study of 73 patients with mild to moderately severe 
pneumococcal pneumonia, Austrian and Winston report 
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was bacteremia, when present initially, found to persist 
after 24 hours of treatment with penicillin V.’”! 
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MODERATOR: Does anyone feel there should be any legal 


restrictions on the general practitioner? 
DR. WHEELER: No. 


DR. WIGGIN: Yes. 


DR. COLLINS: What sort? How would you measure ability 
any differently than hospitals do now? 


DR. BAILEY: In law, you now measure a man’s ability against 
that of his equals in training. 


DR. WIGGIN: Then we really need legislation. 


DR. BAILEY: Right. 


DR. COLLINS: And if I were to ask you what sort of legisla- 


tion you would like to propose — in general? 


DR. WIGGIN: I think one would have to take the yardstick 
as training. The second yardstick would have to be exams given 
by a constituted body of the field. For example, at the present 
time we have boards in different specialties. This would be an 
important yardstick. 


DR. COLLINS: And you would say that a man should be tested 
in hospitals to do his deliveries. If he wants to do low forceps 
he has to be watched and if he wanted to be certified proficient 
he would have to take courses and be observed and. . . 


DR. WIGGIN: . . . He would have to take more than courses. 


DR. WHEELER: This has occurred in many hospitals, as 
Doctor Collins has indicated. 


MODERATOR: Would you say that this should apply to 


specialists? 
DR. WIGGIN: Yes, furthermore I believe . 


DR. COLLINS: Did you say, yes? 
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DR. WIGGIN: Yes, I think there should be a revamping of 
the entire medical licensure system and I do believe also that 
physicians should be given exams regardless of their chosen 
field of medicine whether they be generalists or specialists. 
They should be given exams periodically by their state board 
of licensure. I believe all state boards of licensure should be 
standardized, and of course the national board has tried to 
do that, but I think recognition of the national board should 
be mandatory in all states as your minimum level of measure- 
ment. Then, there should be examinations in the clinical 
sciences and in the clinical field in which you are practicing, 
given either by the state or the county medical society. I don’t 
care what body gives it but it should be done to insure a higher 
level of practice all around. 


DR. COLLINS: Let me bring up a few points now. I have 
taken a residency of only six months in pathology, but many 
of my friends have more.” There are residencies and there are 
residencies, just as there are bachelor degrees from one uni- 
versity and bachelor degrees from others. The level of training 
is entirely different in many different hospitals, yet they all 
may be board approved. 

The second point I want to bring up is that you consider 
yourself an internist and therefore you probably know how to 
read an electrocardiogram expertly. Yet, what right do you 
have to read an electrocardiogram in New York City where 
there are plenty of board certified cardiologists? And what 
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right has any cardiologist to read an electrocardiogram on a 
child when there are board certified pediatric cardiologists? 


DR. BAILEY: Breaking down the statement, I will agree with 
you that some hospitals offer better training than others. Yet 
a certain basic level is demanded before any hospital can be 
approved. To say that because it’s perfectly all right to do 
something in a wrong manner simply because someone else is 
doing it in a worse manner is really no argument. 


DR. COLLINS: Examinations are wonderful in theory, but I 
don’t think you could examine a man’s total capability by 
examinations alone. 


DR. BAILEY: I would certainly agree. 


DR. COLLINS: A man who has been in practice for twenty or 
twenty-five years may not know as much of modern nuclear 
medicine as a man who has just gotten out of his residency 
or internship. But what of his practical, diagnostic, clinical 
intuition which cannot be measured on an examination? Also, 
even more important to the whole problem is this business of 
conscience. You can’t legislate conscience. 


DR. WIGGIN: It’s true that many an older practitioner has a 
sixth clinical sense that the younger man lacks. But examina- 
tions shouldn’t be in the absolute basic sciences, though we 
all agree these are important as a groundwork for many of the 
clinical sciences. But a man who is practicing, and a man who 
is practicing with good conscience is going to read and stay 
current in modern clinical medicine; he should pass or be able 
to pass any examination in clinical medicine in his field. 


DR. COLLINS: It is my opinion that the general practitioner 
and most of the colleagues of my age will admit that they are 
not equipped and they don’t want to do major surgery. Nor 
do they want to do complicated obstetrics or gynecology. I 
think you’ll find that most of us younger fellows will be per- 
fectly happy to do a combination of pediatrics and internal 
medicine with perhaps some minor obstetrics and gynecology. 
Training for a good GP should be, perhaps, one or two years 
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past the internship in a general practice residency. But this 
residency should not consist of six months on general surgery 
or six months on orthopedics when he acts as second assistant 
in gastrectomies and neurosurgery. I think his training should 
be primarily a combination of medicine, pediatrics, a bit of 
obstetrics and a whale of a lot of emergency room. 


DR. BAILEY: Fine. 
WIGGINS: Agreed. 


MODERATOR: Thank you. That’s all for this session. 


"Sorry, lady . .. | specialize in middle fingers only!" 
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‘Quo Vadis 
O Homo Sapiens? 


“Things are in the saddle and riding mankind.”’ Emerson. 


Te closing years of the nine- 
teenth century gave the medical 
world some of its greatest minds, 
men such as Virchow, Koch and 
Roentgen; it also produced the 
great triumverate of cultists: Pal- 
mer, Lust and Still. 

Perhaps this is another proof of 
the fact that nature works in an 
orderly fashion, the good balanced 
with the bad, beauty with ugliness, 
the useful with the useless. 

Cults have dominated humanity 
for centuries, reaching a zenith at 
times and then disappearing in the 
darkness. The power of psychology 
has been their most potent weapon 
to conquer the human mind and 
through this very medium, cults 
have flourished. And they are still 
with us. 

Today, with powerful propaganda 
forces of radio, television, maga- 
zines, movies and newspapers, the 
cults have an easy time reaching 
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F. F. Schwartz, M.D. 


the eyes and ears of millions of w 
suspecting Americans. 

Recently, one daily newspapé 
had fourteen different advertis 
ments in one issue to allay the su 
ferings of humanity. Well kno 
and respected commentators sing 
praise of some preparation as th 
panacea for all ailments. Yes, ¢ 
these media are casting away re 
son in order to measure their 0 
success in the volume of busine 
done in one fiscal year. 

The medical men have a gia 
task to perform to combat the 
vicious campaigns waged agai 
the welfare of mankind; they mu 
enlist not only the help of the pu 
lic but also the aid of the manu 
turers, state and federal gove 
ments and above all, their own 1 
to cooperate among themselves. 


* Associate Professor of Clinical Medic 
Medical College of Alabama, Birmingham, ! 
bama. 
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age of complacency must give way 
to unified action. 

Equipments of various types are 
freely sold to unqualified persons as 
long as they can pay cash or attach 
their signatures on a note. Puttering 
around in various branches of medi- 
cine is a vogue today instead of a 
taboo. 


Naturopaths 


The naturopath movement was 
organized by Benedict Lust, of 
New York, in 1896. Its _practi- 
tioners argued against drugs un- 
der the concept that all diseases 
are due to disorders of the liga- 
ments and connective tissues. There 
are still a few schools in the United 
States with 24-36 months of instruc- 
tion which offer courses in sysmo- 
therapy, glucokinesis, zone therapy, 
physicultotherapy, astrological diag- 
nosis, practical sphincterology, phre- 
nology, physiology, spectrochrome, 
iridiagnosis, chiropractice, diet, 
physiotherapy, oseotherapy, electro- 
therapy, mechanotherapy, heliother- 
apy, tension therapy, naprapath, 
neuropath and physical culture. 

Entrance requirements consist of 
four years of high school or its 
equivalent, $50-$461 dollars tuition. 
Most states require from 4,000 to 
5,000 hours of instruction for the 
candidate to be invested with the 
degree of N.D., D.C., or N.D. States 
have various definitions for the 
scope of practice for the naturo- 
paths. Most of them define it as the 
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use and practice of (hold on 
your hat!) psychological, mechanj 
cal and material health sciences tg 
aid and purify, clean and normalize 
human tissues for the preservation 
or restoration of health according tg 
the fundamental principles of anat 
omy, physiology and applied psy. 
chology as may be required, em 
ploying among other things, hea 
light, water, electricity, psychology 
diet, massage and other manipula 
tive methods.” 

Excerpts from one school’s cata 
logue presents the following advice: 
“Thousands of naturopaths practice 
all over the country without license, 
In the states you ‘cannot practice as 
a naturopath, call yourselves physi- 
cal culturists. The title of doctor is 
respected everywhere — this is your 
chance of acquiring it.” 

The Nashville college claims that 
it is morally and _ professionally 
wrong for a student to graduate 
from any school with just one or 


eased 
maybe two methods of adjusting the fe nitro 
human framework. Thus, they em- ps 
barked upon teaching all forms off se 
adjustive therapy known to the pro-Mproteir 
fession. “Name your technic and we fPaboli 


e thar 
ient 
‘catabe 


believe that we will be able to pro- 


duce it or something, maybe under a 


different name that does the same ff Nileva 
work.” 
luding 
plastic @ 


Chiropractors 

Revelation came to D. D. Palmer. 
of Davenport, Iowa, in 1885 when 
as a grocer and fish peddler he 
was visited by a group of magnetic 


pati 
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eased nitrogen loss, with resulting nega- 
nitrogen balance, occurs in infection, 


ma, Major surgery, extensive burns, cer- 


1 endocrine disorders and starvation and 
aciation syndromes. The intrinsic control 
protein metabolism is lost and a protein 
hlabolic state” occurs. A patient requiring 
e than ten days of bedrest usually has had 
ficient metabolic insult! to precipitate such 
“catabolic” phase. 
Nilevar (brand of norethandrolone) has 
tn used in patients with varied conditions 
luding hyperthyroidism, poliomyelitis, 
plastic anemia, glomerulonephritis, anorexia 
fvosa and postoperative protein depletion. 
le patients gained weight and felt better. 


stimulates protein synthesis, 
corrects negative nitrogen balance 


It was concluded? that “the drug certainly 
caused a reversal of rather recalcitrant or 
progressive catabolic patterns of disease.” 

Nilevar is unique among anabolic steroids 
in that androgenic side action is minimal or 
absent. 

The suggested adult dosage is three to five 
tablets (30 to 50 mg.) daily. For children 1.5 
mg. per kilogram of weight is recommended. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Axelrod, A. E.; Beaton, J. R.; Cannon, P. R., and others: 
Symposium on | Protein Metabolism, New York, The National 
Vitamin Fi d, (March) 1954, p. 100. 


2. Py i on the Clinical Use of Ana- 
bolic = Chica, Illinois, ro D. Searle & Co., April 9, 
1956, pp. 32-35. 
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healers in his store. He became 
surged with animal magnetism and 
was so inspired that he promptly 
cured a janitor of deafness who 
claimed that he became deaf with- 
_in two minutes after “his spine hub- 
luxed.” 

Palmer “adjusted the subluxa- 
tion” and within ten minutes the 
good janitor could hear perfectly. 

In 1895 a school was established 
and the first course of instruction 
was given for two weeks for the 
nominal sum of $500 cash. 

B. J. Palmer, son of D. D. Pal- 
mer, was the first manager of the 
school. He was an aggressive adver- 
tiser and a great inventor, claiming 
priority on a machine which locat- 
ed pinched nerves. This gadget net- 
ted him a sum estimated at $500,000. 

The cult is traced back to an- 
tiquity by J. J. Nugent, director of 
education of the National Chiro- 
practic Association. He states, “the 
principles upon which the science 
of chiropractic is based were known 
to and practiced by Hippocrates, the 
father of medicine, Galen, and other 
noted physicians of ancient Greece 
and Rome. Descriptions of treating 
bodily ills are found in the ancient 
manuscripts of the Egyptians, Hin- 
dus and Chinese.’ 

Today chiropractic is the largest 
cult, numbering about 30,000 prac- 
titioners with 25,000 in the United 
States and the rest scattered in other’ 
countries with the majority in Eu- 
rope. In fact, they are contemplat- 
ing the erection of a centrally lo- 
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cated chiropractic college in Kurop 
to help mankind with its various ai 
ments. 

What is a chiropractor? The wor 
is the contraction of two Gree 
words, cheir and praktikos, mean 
ing done by hand. 

They believe they are endowe 
with healing power; they are abl 
to sell it to the public. Furthermor 
they listen patiently to the vows o 
the chronically ill who have give 
up all hope and motivation for liv 
ing beyond the help of medica 
science. They promise cures unre 
servedly and testimonials decorat 
large columns in the newspapej 
from the living. and dead. Thei 
basic concept as set forth by Palme 
is still their modus operandi in al 
the diseases and the curing of suc 
diseases. In order to keep abreast 
with modern mechanization, the Ne 
York Chiropractic Institute define 
it as the therapeutic science of the 
body mechanics—an engineering ap 
proach to the problems of diseases 
Yet, studying their catalogues, theif 
curriculum of studies includes 4.000 
4,500 hours of instruction in anat 
omy, embryology and _histology 
physiology, biochemistry, pathology 
and bacteriology, public health andi 
sanitation, obstetrics and gynecol- 
ogy, and the practice of chiro 
praxis.® 

Philosophy and psychology 
sume 396 hours of the total four 
years of 4,720 hours of instruction 
at one of the colleges.® Instructions 
are also given in dermatology, 
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care. 
Doctors created the Blue Shield pro- 
-y cong out of a deep sense of responsi- 
1 al ty to their fellow men. They devel- 
ade ed it as a voluntary, free-enterprise 
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u®“Hecept. Doctors guide Blue Shield 
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ophthalmology, first-aid, minor sur- 
gery, extensive laboratory proce- 
dures, physical therapy and legal 
medicine. 

Education 

If their concept of etiology and 
‘treatment is predicated on one uni- 
versal method then why burden the 
students with the orthodox medical 
procedures in establishing a diag- 
nosis and treating the underlying 
pathological conditions? It must be 
self-evident, even to a lay person, 
that acne will not be benefited by 
spinal adjustment any more than 
the adjustment of a spinal sublux- 
ation will deliver a child. 

Requirement for admission is four 
years of high school or its equivalent 
yet a survey of 150 chiropractors 
picked at random who were granted 
licenses by the Indiana Legislature 
revealed that one finished the 7th 
grade, one the 5th grade of public 
school and 148 graduated. High 
school: 60 graduated, 12 had three 
years, 21 had two years, 20 had one 
year and 37 had no high school edu- 
cation.” 

Chiropractors are granted statu- 
tory licenses in 44 states. Four 
states, Alabama, Massachusetts, New 
York and Louisiana, have no chiro- 
practic laws. In Canada they are 
licensed in six provinces and there 
is no chiropractic law in Nova 
Scotia. 

In 60 years of existence, chiro- 
practors claim 30 million patients 
with 2 million patients seeking chiro- 
practic help yearly. 
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The chiropractors are strongly or. 
ganized with supportive and pres. 
sure groups such as the Chiroprac- 
tors Research Foundation, National 
Chiropractic Association. The Vet- 
erans of Foreign Wars, during their 
53rd annual encampment, urged 
chiropractic privileges on Veterans 
Hospital staffs. The American Le. 
gion convention of 1952 defeated a 
resolution allowing chiropractors on 
VA staffs. 

Dr. D. Anderson, Ph.D., writing 
in the “Present Day Doctor of Chiro. 
practice,” states, “The present writer 
has spent considerable time study- 
ing the facts, both in the literature 
and in the practice of chiropractors. 
These confirm the view that today’s 
chiropractor regards his work in the 
fullest professional light, practices 
his form of healing art conscien- 
tiously and thoroughly. Chiropractic 
is fast becoming an indispensable 
element in helping people maintain 
good health. For chiropractic sci- 
ence and its application by means 
of a present day doctor’s consulta- 
tion and treatment, function with the 
whole man in mind.” ® 

Even the 84th Congress took out 
time in this turbulent era of our 
civilization to insert in the Congres- 
sional Record: “The Mystery and 
Misery of the Backache,” extension 
of remarks by the Honorable Victor 
Wickersham, of Oklahoma.® Mr. 
Wickersham states, “With regard to 
the treatment for this wide-spread 
ailment I think it is pertinent to 
point out that the second largest 
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allergies, a recent study* 
ows that more than 34 of such 
lants react only to the whey 
otein. Only a few casein- 
nsitive babies do not tolerate 
aporated milk, in which whey 
itein is made non-allergic by 
ut processing. 
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In the rare case when allergy is 
narrowed to milk, trial on evapo- 
rated milk often shows the baby 
reacts only to unmodified whey 
protein, need not be deprived 
of irreplaceable milk values. 


*Ratner, Bret; Crawford, L. V.; and Flynn, J. G.: 
Amer. J. Dis. Child., 91:593, 1956 
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branch of healing arts—the profes- 
sion of chiropractic—has specialized 
in the diagnosis and treatment of 
illnesses having their origin in the 
region of the back. The fact that 


. this profession has grown so rapidly 


in recent years, in no small measure 
is due to the success this profession 
has had in relieving peoples’ back- 
aches and all the ills that appear to 
be dependent on bad back condi- 
tions. Over 500 insurance compa- 
nies now accept chiropractors’ cer- 
tificates for claims. Sordoni Enter- 
prise, of Pennsylvania, employs five 
full time chiropractors for its corps 
of workers.” 

It is indeed a sad state of affairs 
that individuals, who are trained and 
invested with the power and knowl- 
edge to regulate the laws of the land, 
become “experts” in the healing art 
and evaluate the quality of medical 
care the American people should re- 
ceive. 


Osteopathy 


A practicing physician, Dr. An- 
drew Taylor Still, who founded the 
osteopathic movement in 1874, main- 
tained that “disease is the result of 
anatomical abnormalities following 
physiological discord; anatomical 
abnormalities consisted of lesions of 
the bones, joints and their sup- 
portive structures.” These in turn, 
according to Still, induced disturb- 
ances of nerve and vessel function 
that produced pathological condi- 
tions in other tissues. He was against 
drugs, serums, electricity and even 


against hydrotherapy; but he ‘id ad. 
vocate surgery. 

Still’s dogma carried on for a long 
while but osteopathy awakened fron 
the dark ages and at present is lean- 
ing more and more toward the teach- 
ings of medical colleges even thougli 
a small percent of its curriculum i 


still devoted to the manipulative 


technics. 

A few excerpts from one of thei 
earlier textbooks will aid in under 
standing the old osteopath’s back 
ground. 

First, a recommendation for th 
management of angina pectoris: 
“Treatment is to relieve pain by 
raising the left lower ribs in the 
region of the heart bringing pres 
sure over the upper three spinal 
nerves at the same time thereby re 
laxing the tissues over the preco: 
dial region, with additional inhibi 
tion of the pneumogastric nerves 
In case of emergency, ice bag or hot 
applications over the heart may | 
useful.” 

Another tidbit: “Treating varicos¢ 
veins is accomplished by removing 
the obstruction. The _ intestine 
should be raised, the prolapse 
uterus should be replaced; abdomi 
nal wall strengthened by local treat 
ment of the spine. Stimulate vaso 
motor innervations of the limb to ai 
in keeping the circulation active. In 
varicose ulcers, parts to be kept 
clean applying healing dressings.” 

And more of the same: “In epi 
lepsy a fair number of cases can be 
cured. If the patient is seen at the 
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aura, the attack may be prevented by 
pushing the patient’s head strongly 
against a hand applying deep pres- 
sure in the sub-occipital fossa. This 
treatment seems to arouse reflex 
stimulation or to equalize blood flow 
to the brain by effect upon the su- 
perior cervical ganglion and me- 
dulla.” 1° 


Ethics 


There are six osteopathic schools 
at present requiring three years of 
pre-professional study in an accept- 
able college or university for admis- 
sion. The curriculum covers four 
years of instructions averaging 6,000 
hours. In 1952 there were 11,827 
osteopathic physicians practicing in 
the United States and its possessions. 

It is considered ethical in 23 states 
to accept patients referred by an 
osteopath and in 11 states it is un- 
ethical. In 8 states it is ethical to 
be in consultation with osteopaths 
and unethical in 24 states. Fourteen 
states’ associations classify modern 
osteopathy as cultist healing. It is 
estimated that six percent of total 
patient care is being done by the 
osteopaths in the United States; in 
some states they can even perform 
surgery.1! The question of oste- 
opathy being a cult or not is still in 
debate. 


Gadgeteers 


Dr. Alvarez’s remarks, as quoted 
in a daily newspaper, are applicable 
both to the gadgeteers and cultists: 
“Probably the surest way in this 
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country of making a fortune over. 
night is to devise some crazy diet, 
the crazier the better, and write it 
up as a guarantee to change the 
town wallflower or a fat girl into a 
Marilyn Monroe.” 12 


Since time immemorial people 
have believed in charms, amulets, 
incantations, magics, diets and 
gadgets. 


The father of America’s gadget 
peddlers was Dr. Elisha Perkins, in- 
ventor of the Perkins Patent Medi- 
cine Tractor, which consisted of two 
metal rods to lure diseases from the 
body. Even B. J. Palmer, son of 
D. D. Palmer, made a fortune by in- 
venting the neurocalometer to locate 
pinched nerves. The magic of col- 
ored lights was popularized by the 
Kabbalistic Theosophy movement as 
advocated by Dr. S. Pancoast in his 
book, “Kabbala:” “According to an- 
cients, the colors of light were sym- 
bolic of life and death. White light 
is the color of quintessence of light, 
blue invites repose or is slumber, 
black is absolute rest, sleep of death, 
yellow is activity, red is absolute 
motion, motion of life. 


The color, whether it is red or 
blue, would allow the rays to reach 
the patient. A blue garment would 
repel the red rays and a red gar- 
ment would repel the blue rays. In 
applying treatments the matter of 
clothing is of the highest importance, 
black garments would throw down 
the color whether red or blue and 
would not allow the rays to reach 
the patient. Inner and outer clothes 
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should be of the same color as ap- 
plied or just white. Where the dis- 
order is localized apply the rays 
directly.” 18 

- Even harmless, abundant and in- 
expensive water shared the spotlight 
of the cults. John Smith, CM. of 
England, claimed that rickets could 
be prevented in children by bathing 
them in cold water day and night. 
Drinking water would not only pre- 
vent the formation of kidney stones 
but also dissolve them.'4 

With the progress of electricity 
and electronics, a new source of in- 
come appeared on the horizon. The 
Ther-Reducer for facial beauty, the 
Duo-Therm for muscular-aches and 
pains, home diathermies, invigorat- 
ing and reducing machines, parlor 
sweat baths and many others too 
numerous to mention have made in- 
roads on the credulous public in 
quest of Nirvana and Diana. 

The Micro-Dynameter of Ellis 
gave the chiropractors a machine 
which would diagnose different dis- 
eases and would also aid them to 
evaluate the progress of the chiro- 
practic treatments. The machine 
has a unit scale which indicates the 
type of disease such as insanity 
141,000 units, gonorrhea, 91,000 
units, cancer 9,000 units and tuber- 


culosis 15,000 units as registered on 
the scale.'® 

How long will intelligent people 
subject themselves to quackery in 
this golden age of science is any. 
one’s guess. Yet, we may ask, why 
does the process of law take so long 
to bar and prohibit the manufactur- 
ing, shipping and selling of these 
nostrums? 
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Resident 
on the 
Witness Stand 


Although it’s normal for a resident to hit the panic 
button when called upon to testify in a trial court, 


it is definitely not necessary, 


according to the 


author. All that’s needed to breeze through the role 
of expert witness is preparation and the proper 


attitude. 


during his training, 
most every resident will be called 
on to testify in court — maybe just 


once, perhaps several times. Un- 
fortunately, the experience is too 
often a venture into the unknown. 
The resident may remember vaguely 
a lecture or two he had in medical 
school on medical-legal problems. 
More likely, what little he does 
know has come from a fellow resi- 
dent who went to court once, was so 
tense at the time that he didn’t quite 
remember just what did happen, 
and who came to the conclusion that 
—all in all—going to court is a 
highly unpleasant experience which 
should be avoided if at all possible. 


Thomas T. Flynn, M.D. 


I have just completed a year dur- 
ing which, every week, I either 
testified myself or briefed my fellow 
residents who were to testify in 
criminal or civil cases. During the 
year I spent many hours discussing 
the problems of medical testimony 
with judges and lawyers. As a re- 
sult of these experiences I learned 
a variety of valuable points of in- 
formation, points which may make 
going to court easier for you. 

Just what role does the physician 
fill in the courtroom? Usually he 
testifies as an expert witness, a con- 
cept which in itself has a rather 
complicated history. 

Centuries ago a trial was a simple 
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matter. If a person was suspected of 
a crime, or had a disagreement with 
his neighbor, the elders of the town 
listened to the case and gave their 
decision. 

* They knew the people involved, 
their strengths and their weaknesses, 
and there was no need for outside 
help. 

Later, as civilization advanced, it 
was agreed that the elders could not 
know all things. If, for example, the 
dispute involved a building, a stone- 
mason whom all the elders respected 
was asked to give his opinion about 
the matter. 

That was the origin of testimony 
by an expert. 

Today, in this age of specializa- 
tion, the court must rely on many 
different experts. The physician is 
considered to be such an expert in 
medical matters. His role, therefore, 
is to inform the jury, in terms they 
can comprehend, of the medical 
facts of the case and sometimes of 
his opinions concerning those facts. 


Medical facts 
Let’s take a fairly typical case and 
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The 
Author 


follow it through. One morning— 
usually while you’re making rounds 
—you are contacted by a lawyer 
about an accident case you treated 
on the ward a few weeks back. Your 
first feeling may be panic—you have 
forgotten the case completely. Don’t 
worry! No one expects a busy resi- 
dent to remember at once every de- 
tail of each case, and what you do 
remember about the patient is “pri- 
vileged communication:” you must 
not discuss it without the patient's 
written permission. 

But the lawyer usually has, in 
writing, the necessary permission. 
Your job then is to be as helpful as 
possible and, when you have re- 
freshed your memory, to explain the 
medical facts of the case accurately 
in non-technical terms. 

Later, the lawyer will contact you 
about the trial date. The docket of 
most every courtroom in the country 
is badly overcrowded, so try to ar- 
range your schedule to fit the time 
of the trial, rather than make the 
court fit the trial time to your sched- 
ule. 

When the trial is set, go to the 


A graduate of the St. Louis University School of 
Medicine (1954), the author interned at St. Louis 
City Hospital and took a two-year residency in 
psychiatry at 
Bliss Psychiatric Hospital. Currently, Dr. Flynn 
is at Yale University working in public health 


Washington University-Malcolm 


and psychiatry. His special interests are in the 
fields dia community mental health and forensic psychiatry. 
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record room and spend some time 
going over the chart, reacquainting 
yourself with the facts of the case. 
You may make notes if you feel they 
will help. And, if he has not already 
done so, ask the lawyer to subpoena 
the chart into court. If x-rays were 
involved they are also quite likely 
to be subpoened into court, so re- 
view them too. The case may involve 
an area of medicine about which 
your knowledge seems rather hazy, 
say, the anatomy of a certain region, 
i.e., the neck. If so, it is imperative 
that you review the subject, includ- 
ing any important recent literature. 


Clear expression 


The next step is the most im- 
portant one, and the one most fre- 
quently neglected. After you have 
reviewed all the data, you should 
think out how best you can interpret 
that data so that twelve laymen will 
know exactly what you are trying to 
tell them. 

Clarity of expression is vital to 
good medical testimony. The physi 
cian who insists on using technica! 
jargon is of little or no assistanc. 
to the jury. They may get the feel- 
ing that the physician is trying to 
hide ignorance behind a barrage of 
verbiage. 

Usually on a day near to the trial 
the attorney will go over your testi- 
mony with you, telling you in a gen- 
eral way just what questions he will 
ask. Don’t balk at such a “re- 
hearsal.” It is not only permissible 
but highly desirable. It helps you to 


be prepared for difficult questions 


that might arise at the actual trial 
However, remember it is the 
yer’s responsibility to use your testi. Onc 
mony to influence the jury. 
resident’s responsibility is merely to logmé 
inform the jury. icult 
is to 
The stand If, on 
the ce 
Finally the big day arrives. Youll edge. 
are sworn in and take the witness ceptin 
stand. The first questions will b 
about your education, training and 
present position. These questions are 
asked to establish you as an expert, 
Questions about specific medical de- 
tails follow. 
As your job is to inform the jury, 
direct your answers to the jury. Be 
as precise as possible without being 
dogmatic. If you can’t remember : 
point, it is quite acceptable to refe 
either to the chart or to your notes 
to refresh your memory. 
Cross-examination can be a ver) 
harrowing experience. Especially i 
you incorrectly assume that youl 
role is to present the medical fact{| —)= 


of the case so that your patient wil 
win his case. When you take this at 
titude, you cease to be an impartia 
expert and become a partisan. 

You also become easy prey for th 
cross-examining attorney. 

And don’t interpret each questio 
by the cross-examining attorney a 
an assault on your professional ca 


pabilities and personal integrity. | oe 
is the responsibility of the cross e 
examining attorney, working within 

the time-honored rules of evidence Pe 
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0 use your testimony to influence 
the jury of his client. 

Once you assume the role of a 
yartisan, or become defensive or 
jogmatic, the jury will have a dif- 
ficult time evaluating your opinions 
as to the medical facts of the case. 
lf, on the other hand, you come to 
the courtroom secure in your knowl- 
edge of the particular case and ac- 
epting your role as an impartial 


expert, you need have no fears. 
Testifying in the courtroom can 


-be a very satisfying and worthwhile 


experience. The resident who has 
properly prepared himself to testify 
will not only benefit himself profes- 
sionally, but he will have performed 
a valuable community service. He 
may, indeed, feel that he is a true 
amicus curiae, a “friend of the 
court.” 


"Well, | agree the sardines were a little oily, but the chicken fricasse and rice were 
just out of this world." 
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Spandau 


Prison Doctor 


A view behind the scenes of postwar Germany where 


a handful of sick men spend their lives in prison, the 
result of their crimes against humanity. Once all- 
powerful Nazi leaders of a “perfect’’ war machine, 
hated and feared by all nations, these war criminals 


1, is probable that many residents 
will scarcely be able to recall the 
names of even a few of the leaders 
of the Axis powers during World 
War II. Quite correctly, it is the 
heroes who live on; our own great 
political and military leaders will 
remain in the historical records and 
be acclaimed by future generations. 
Even the youngest resident will re- 
member Roosevelt and Churchill, 
Eisenhower, Montgomery, Bradley, 
Patton, Halsey and Mountbatten. 
Undoubtedly, and in fairness to 
historical record, the mad little cor- 
poral who led his country and the 
rest of the world into misery will 
also be remembered; in fact, the 
constant rumor concerning the pos- 
sibility of the escape of Hitler from 


are all but forgotten by a world they nearly destroyed. 


John C. Poliard, M.B., B.S. 


the Berlin bunker is frequently re- 
vived by fresh “evidence” of his 
existence. (Actually, an aide poured 
gasoline over the bodies of Hitler 
and his mistress until only ashes re- 
mained." ) 

However, many of the top Nazis 
survived the war and were brought 
to justic at the Nuremberg Inter- 
national Military Tribunal in 1945. 
And it is of my association with 
seven of these men at the Spandau 
Prison jail in Berlin that I write. 
The seven I met were: 

Rudolf Hess, the deputy fuhrer 
who made the insane flight to the 
British Isles in May 1941 —to “see 
King George and stop the war.” He 
was sentenced to life imprisonment. 

Walther Funk, the finance minis 
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1 — a plump, pathetic little man 
vto talked longingly of his youth 
ni gay times; he would blame his 
uthful indiscretions for some of 
iis present maladies; this was not 
mprobable. He also was sentenced 
o life imprisonment. 

Baldur von Shirach. He drew 20 
ears for being the Hitler youth 
eader. He had a spurious charm 
ind appeared an educated and in- 
elligent man; he also’ spoke fluent 
ind correct English. 

Albert Speer, minister of war pro- 
luction. He alone admitted his 
guilt; he alone ever spoke of the 
future. He was in for 20, too. 

Baron Konstantin von Neurath, 
the former foreign minister, pro- 
tector of Bohemia and Moravia. An 


old and very sick man, he would 
never talk of the immediate past but 
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would readily discuss the history 
books which he read constantly. He 


_ was sentenced to 15 years imprison- 


ment. 

Grand Admiral Raeder, com- 
mander-in-chief of the German navy. 
A crochety old man, I undoubtedly 
knew him the least well. He re- 
ceived life imprisonment. 

Grand Admiral Karl Doenitz, suc- 
ceeded Hitler as head of the Ger- 
man state. Autocratic, aloof and 
bitter; he was sentenced to 10 years. 


Berlin assignment 

In the summer of 1952 I was 
drafted into the Medical Services of 
the British Army with about as 
much idea of where I would be sent 
as the last bunch that went to San 
Antonio. 

Having been duly commissioned a 


Born in England, the author was graduated 
from Lancing College and entered the University 
of London, Middlesex Hospital Medical School, 
taking an M.B., B.S. in 1951. (Regarding the 
M.B., B.S.—M.D. problem, the author writes: 
“All British Universities—except Canadian—give 


the Bachelor degree as the graduate degree in Medicine. It is 
equivalent to your M.D., the training being almost identical.”) 
Following graduation, he served three appointments of six months 
each in his teaching hospital. (These correspond to an intern- 
ship and junior residency.) After military service, a portion of 
which he describes in this article, Dr. Pollard, accepted his present 
position as a psychiatry resident at Warren State Hospital, Warren, 
Pennsylvania. He states: “I am getting more than psychiatric 
training—the daily living with people and the acceptance of my 
family and myself are experiences both educational and rewarding. 
I believe a foreign resident in the U.S. who stops learning when 
he leaves the classroom or hospital is missing much . . .” 
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Lieutenant in the Royal Army Medi- 
cal Corps and serving basic train- 
ing (remarkably similar to that de- 
scribed by Dr. Matles? except that 
the British Army insists that its doc- 
tors be personally acquainted with 
that special military brand of calis- 
thenics termed marching) I was 
posted to Berlin. 

The Russian blockade of Berlin 
which necessitated the now-famous 
“airlift” was over. However, travel 
to and from the city was not without 
difficulty. I can recall vividly the 
night train that carried Allied per- 
sonnel through the Russian Zone to 
Berlin. (“THE BLINDS MUST REMAIN 
DRAWN THROUGHOUT THE PASSAGE 
OF THE TRAIN THROUGH THE SOVIET 
ZONE.” ) 

The notice further warned that 


any infringement of this rule would 


be treated most seriously, would 
cause delay of the train, or even 
necessitate its return to the British 
Zone. 

After a sleepless night, I arrived 
in the bomb and shell shattered city, 
a city that I learned to admire be- 
cause of the immense resilience and 
pride of its isolated people. In- 
deed, I could write of the two years 
I spent there, in this city where the 
war has never ended, and tell you 
how meaningless the word enemy 
can become. But that is not the 
purpose of this article. 

My first few weeks in Berlin were 
spent as a regimental medical off. 
cer. But then, one morning in No- 
vember, I was given another assign- 
ment; I was told I had to replace 
the British medical officer at the 
Spandau Allied Prison. I was di- 


Pencil drawing of 
main entrance to 
Berlin's Spandau 
prison. View is from 
Wilhelmstrasse. 
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rected to attend the next meeting of 
Allied (I use the term loosely) doc- 
tors presently assigned to the prison. 


Conference 


Spandau prison is an old, red 
brick structure consisting of a cen- 
tral “keep,” where the seven war 
criminals were housed. It is com- 
pletely surrounded by a battlement- 
ed wall with an occasional sentry 
turret rising from its top. 

Outside the walls are the various 
administrative buildings—mess halls 
and billets. 

I was now a part of a quite unique 
situation: medical officers of the 
Allied Forces (U.S., Britain, France 
and the Soviet Union) would sit in 
regular monthly conferences, and 


would, more often than not, agree. 
It is interesting to note that for a 


considerable period, this regular 
quadripartite conference was the 
only time that military representa- 
tives of the four countries sat to- 
gether, let alone agreed. 

The purpose of the meetings was 
to discuss prisoners’ medical prob- 
lems of the preceding month and if 
possible enable a therapeutic con- 
sistency where needed. 

I presume this was one of the 
purposes, although in retrospect I 
cannot recollect it having been ful- 
filled too often. 

The weight charts were discussed 
at great length. It was noted that 
during the month controlled by one 
of the “powers,” all seven prisoners 
would invariably lose weight. It 


should never be recorded that medi 
cal men made a somewhat exag 
gerated investment in this fascinaj 
ing fact. 


Prison control 


The meetings remained uniqu 
especially so since the four powe 
control of the city and air passage 
had collapsed during the blockade 
At Spandau, American, French 
British and Russian military per 
sonnel continued to sit in conferenc¢ 
even though the Soviet flag ne 
longer flew outside the Allied Kom 
mandantura in the U.S. sector of the 
city. 

The prison control changed each 
month, each power in turn being re- 
sponsible for guarding, administra- 
tion and medical services. One na- 
tion handed this authority over to 
another with great pomp and some 
circumstance on the first of each 
month. 

The doctor of the month made 
daily rounds of his charges. In pro- 
portion to the size of his “practice” 
the night calls were excessive. All 
examinations and treatment were 
undertaken in a small, reasonably 
well equipped dispensary with the 
help of a full-time medical aide. 

There was no problem in obtain- 
ing drugs which were immediately 
purchased upon the order of the 
medical officer. Needless to say, we 
all had our preferences and the 
stock of drugs for seven men was 
enormous. 

The doctors were permitted to 
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visit the prison even when not their 
month of responsibility. As Spandau 
is in the British sector of the city, 
I was the only one who utilized this 
privilege. 

In the 20 months I was there the 
Russian doctor never changed, the 
French doctor changed twice and 
the American so often that I hardly 
got to know them. It is possible that 
the physicians at the U.S. ‘station 
hospital rotated in their duties at 
the prison. One excellent young as- 
piring neurologist (from Ohio, I be- 
lieve) and I became quite well ac- 
quainted while conducting a brief 
personal assay on the winterizing 
properties of Berlin Bock beer. 

One of the French doctors was a 
homeopathist—he tried over the 
many months to convert me while 


A sentry port 
wall of Spanda 
Double wire fenci 


accepting in good humor my refe 
ence to him as “le médecin aux pé 
tits bouteilles.” 

The Russian doctor was a coloné 
and I was latterly a captain. And 
captain doctor is just not the sam 
as a colonel doctor in any arm) 
All our conversation was throug 
an interpreter which obviated an 
personal elements. 

He once told me about the thrill 
of bear hunting—which was the onl 
time I saw him enthusiastic abou 


he wanted to be friendly. 
doctors of all four nations who weré 
friendly and charming, more tha 
ever proving to me how easy it is 
to like people when you get to know 
them. 

The official language of the prison 


Resident Physicias 


‘al 

! 

pr 

ar 
phy 

avily-f 
anything. Still, I had the impressior 

is« 

174 


proof your 

taste for beauty 

has a practical 

side,too! 


ux pé 


‘olon 


And 


arm) 


Windsor Examining Room Furniture speaks of 


roug professional competence in the elegance of its 
d an design .. . in the warmth of fine woods... 

and in the wealth of practical features. For the 
thril] physician who appreciates beauty but demands 
e onl precision, there's nothing finer. 
abou 


havily-padded leg rest with self-leveling foot step 


Disappearing stirrups extendandretracteasily © 
were Swing-open cotton dispenser inside © 
tha foot-end storage compartment 


it is Choice of genuine American walnut, or @ 
know African mahogany in 6 finishes 


Convenient double electric outlet 
rison 


~ | W. D. ALLISON C0. INDIANAPOLIS 23, INDIANA 


RE 
Sam 
4 
| 


was German, but in spite of the 
protestations of the Russian prison 
commandant, I spoke whatever lJan- 
guage seemed appropriate. As I have 
indicated most of the prisoners spoke 
good English, except when they were 
upset; but for some reason which I 
never quite understood, von Neurath 
spoke to me only in French. 

The prisoners were never ad- 
dressed by name but were numbered 
one to seven. 

Number Seven was Rudolf Hess 
who once angrily objected to my ad- 
dressing him as “Nummer Sieben” 
by saying, “Erkennen Sie nicht, dass 
ich der Stellvertretende Fuhrer 
war!” (Don’t you know I was the 
deputy fuhrer!) No doubt, he 
thought he should be Number One. 


Treatment 


Five of the seven were ill, yet 
any radical treatments were contin- 
ually delayed at political levels. 
Each country had to be responsible. 
None wanted to be. 

For each of the four doctors it 
was equally frustrating, like trying 
to treat a child with four very domi- 
neering, over-protective mothers. 
But for me there was one important 
effect of the job: an interest in one 
prisoner stimulated me to specialize 
in the field in which I am now taking 
my residency. 

The long and tedious day of the 
prison routine does not merit elab- 
oration. There was no work pro- 
gram and much of the time the 
prisoners spent confined in their 


own cells. It was not then surprising 
that the visit of the docior wa 
looked upon by the prisoner as ; 
great relief in the daily monotony, 

Their behavior towards the doc 
tors was courteous, though sometime 
demanding—believing that the medi 
cal officer could order such favor 
as dietary variations. (This was only 
partly true since all changes in “pro 
cedure” had to be approved by the 
four commandants and one com 
mandant was slightly uncooperative.) 

I tried, as I believe did my col 
leagues, to maintain a professional 
relationship with these extraordinary 
patients: judgment and vindication 
was not our premise. 

As I write this, three of the seven 
prisoners have been released — two 
on grounds of rapidly failing health 
and the other has served his sen- 
tence. Thus, four remain. 

* * 


_I suppose just before 11 a.m. on 
the last day of each month, four cars 
bearing the military insignia of the 
four nations still leave the Wilhelm- 
strasse and turn into the short drive- 
way leading to the prison. As the 
cars halt, four doctors will alight, 
wait at the huge main door in the 
outer wall. After small spy-hole 
snaps open and shut, the door will 
swing open. The officers cross a 
courtyard to a second door where 
a similar identification procedure 
will take place. 

In the conference room interpre- 
ters are waiting. The doctor of the 
month sits at the head of the table 
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bleeding, hemorrhage, and to minimize blood 

surgery. \ 
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wwithout a single report of toxicity or production of thrombi. 


“PREMA TRAVENOUS (conjugated estrogens, equine) is supplied in peckages contain- 
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and declares the meeting open. And References 

now will begin another discussion of 

the medical problems of four for- Tyranny, Harper, N. Y. 

gotten men, men who have had 
(2) t rthur our First Weeks 

taken from them the freedom they 

tried to take from the world. Physician, February 1957. 


Surgeons must be very careful 
When they take the knife! 
Underneath their fine incisions 
Stirs the Culprit,—Life! 


—Emily Dickinson 
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Current news items of special interest to residents 
and reserve medical officers, reported directly to 
your journal by the Army, Navy, Air Force, Veterans 


Administration and the Public Health Service aay 
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OVERSEAS TRAVEL .. . or accompany them on their foreign pred 
A recent directive of the U. S. _ station. ore 
Department of Defense makes it nec; A full tour presently consists of wae 
essary for all physicians who wish © 36 months in most overseas areas. eat ; 
to take their families with them on = This exceeds the standard 24 a di] 
an overseas tour of duty to extend months that physicians are required a rm 
their active duty tour beyond their to serve to fulfill their military obli * b 
period of obligated military service. gation. Thus, physicians desiring ae 
The new directive requires all of- their families to be with them on ate ; 
ficers in the Armed Forces to serve overseas assignment must extend th 
full overseas tours of duty if they their obligated service time by ani 


ative 
wish to have their dependents join additional year. saat 
comm 


Such 
U.S. 


Army Reac 


READY RESERVE... A change Army Reserve officers assigned tof PHYS 
in normal reserve unit participation programmed units who, because of 
requirements for Ready Reserve cogent or compelling reasons, are 
training has been announced affect- unable to attend the scheduled in- 
ing Army Medical Service officers active duty training assemblies, may 
and commissioned reservists in ap- be excused from such attendance by Hii, y 
proved residency and intern pro- area commanders or their represtl- 
grams. tatives. The minimum attendance I¢ Bithe y; 
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wirement for retention of such and training in the clinical and diag- 
dicers in the assigned unit will be nostic use of all physical agents 
welve reserve duty training assem- ‘generally employed in this field. A 
lies and 15 days ACDUTRA (ac- complete program is available in- 
ive duty for training) annually. cluding physical therapy, occupa- 
Officers excused from attendance tional therapy, and physical recon- 
¢ scheduled reserve duty training ditioning, all correlated with the nec- 
ssemblies under this provision will essary medical, surgical, and psychi- 
le considered constructively present atric care. 
jr purposes of computing attend- Each resident will attend, during 
ace requirements (Reference: para- the early part of residency training, 
saph 6, AR 140-250), but will not a six week course at the Mayo Clinic 
ie entitled to pay for such training in basic sciences. In the third year 
ssemblies. Failure to perform the of training each resident will attend 
bove minimum requirements may an eight week course at the Georgia 
result in transfer to the Standby Re- Warm Springs Foundation, and a 
erve. four week course at the New York 
Commissioned officers of any Institute for Physical Medicine and 
iranch of the Army Reserve who are Rehabilitation. 
regularly enrolled students in ap- 


jroved medical or dental schools 


ag and MC Reserve officers under- | of Orinase.* Automatic cotton-stuffer 
wing civilian residency training | eliminates hand operation, safeguards 
nay, upon their request, be excused | Sterility. 

fom all inactive duty training or 
wtive duty for training by area 
commanders or their representatives. | 
Such officers will be assigned to 
(.S. Army Reserve Control Group 
(Ready). 
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sical medicine and rehabilitation in 
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Air Force 
RESIDENCY APPLICATION... 


The Air Force has announced that 
applications for sponsored residency 
training beginning in July 1958 
must be submitted before 1 Decem- 
ber 1957. Physicians who have served 
on active duty for at least one year 
and have demonstrated the potential 
to develop in a specialty are given 
preference for this training. 


CLOSED CIRCUIT TV... 


The Air Force is expanding its 
medical teaching and research pro- 
gram through the use of closed cir- 
cuit color television. A microwave 
link is being established between 
the Armed Forces Institute of Path- 
ology and the new Andrews Air 
Force Hospital just outside Wash- 
ington, D. C., which will enable the 
hospital to participate in closed cir- 
cuit color television programs origi- 
nating at the Institute and the Wal- 
ter Reed Army Medical Center. 

A similar linkage is planned for 
programs originating at the National 
Institutes of Health and the National 
Naval Medical Center at Bethesda, 
Maryland. 

Air Force plans also include the 
introduction of microwave color tele- 
vision programs between the new 
1000-bed Lackland Air Force Hos- 
pital at San Antonio, Texas, and the 
new School of Aviation Medicine, 
scheduled for occupancy in July 
1959 at Brooks Air Force Base, 
Texas. 
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SUPERIOR 
TOLERANCE 
“Of the 75 patients receiving 
iron [MOL-IRON] therapy, 


{only} one was forced to stop 
treatment...” 


(Am, J, Obst. & Gynec. 62:947, 
Nov. 1951) 
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iron salts so efficacious . . .” 


(Am. J. Obst. & Gynec. 57:541, 
Mar. 1949) 
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RESPONSE 
produced a substantially 
more rapid therapeutic re- 
sponse than ferrous sulfate...” 


(Bull. Margaret Hague Mat. Hosp. 
1:68, Sept. 1948) 
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there is a specific 


(MOLYBDENIZED FERROUS SULFATE) 


preparation 
to fit each patient’s need 


For simple iron-deficiency anemia— 


MOL-IRON TABLETS/LIQUID 


bottles of 100 bottles of 12 fl. oz. 


Each tablet or teaspoonful of liquid contains ferrous sulfate, 195 mg. (3 gr.), 
and molybdenum oxide, 3 mg. 


DOSAGE: Adults —2 tablets or 2 teaspoonfuls of liquid t.i.d.; children — 
1 tablet t.i.d. or 4% to 1 teaspoonful t.i.d. 


For protection against iron deficiency during infancy— 


M oO L-IRON DRO PS well tolerated, highly palatable 


bottles of 15 cc. and 50 cc. with calibrated dropper 
Each cc. contains 125 mg. (2 gr.) ferrous sulfate and 2 mg. molybdenum oxide 


DOSAGE: Children up to 6 years—0.3 cc.; over 6 years—0.6 cc. daily. 


For iron-deficiency anemias complicated by impaired absorption of iron- 


MOL-IRON c VIT. C TABLETS 
bottles of 100 
Each tablet equals one Mol-Iron tablet plus 75 mg. sinutlin po 2 


DOSAGE: As required —1 or 2 tablets t.i.d. 


For best results — 
choose the right iron 


| Actes | White Laboratories, Inc., Kenilworth, New Jersey 
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12,000,000 TEST TABLETS 
During 16 months of clinical testing, 
more than 12,000,000 Orinase* tablets 
were made available to physicians for 
trial in selected diabetic patients. 


*Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn 
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What's the 


Doctor’s Name? 


H. was born in the family of a 
farmer at Schvelbein in Pomerania, 
which was then part of Germany, in 
1821. In 1839 he was accepted to the 
Friedrich-Wilhelms Institute in Ber- 
lin which provided free medical edu- 
cation to a number of students in 
return for later employment as army 
doctors. While studying there he 
came under the influence of the great 
embryologist, Johannes Mueller. 

Upon his graduation in 1843 he 
received an appointment as an as: 
sistant surgeon at the Charité Hos 
pital in Berlin. 

In 1847 he became a Privatdozen! 
at the University of Berlin and 
founded together with Reinhardt the 
“Archives for Pathological Anatomy 
and Physiology,” which he carried 
on alone after his collaborator’s 
death in 1852. 

Having shown open sympathy for 
democratic ideas, he was obliged for 
political reasons (Revolution of 
1848) to leave Berlin and retire to 
the seclusion of Wuerzburg. It was 
there that the terms “cellular pathol: 
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gy” and “omnis cellula e cellula” again to medical work. He was made 
each cell stems from another cell) rector of the University of Berlin 
vere first given to the medical world in 1893, at the age of 71. In 1902 
n his “Archives.” he broke a femur while alighting 
In 1856 he was recalled to the from a strcetcar and died from the 
Iniversity of Berlin to occupy the complications of this injury. 
hair of pathological anatomy. As a He made important contributions 
lirector of the Institute of Pathol- to histology and morbid anatomy 
gy he organized a research center. and to the study of particular 
In the field of politics, he was in- diseases. He postulated that the 
juential in the formation of the primary units of life are the in- 
berman Progressive Party and was_ dividual cells of the animal body. 
‘lected its representative to the In addition to being an anthro- 
Prussian lower house in 1861. He  pologist, sanitarian and a leading 
became a vigorous antagonist of liberal statesman of his time, he is 
Bismarck and the leader of the op- considered by many as the “father 
position. His political influence de- of pathology.” 
clined as the war with France broke Can you name this doctor? An- 
out in 1870 and he devoted himself swer on page 202. 
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Licensure for 


Foreign Graduates 


in Minnesota, Mississippi, Missouri. 


Montana and Nevada 


MINNESOTA 


To be eligible to take its medical 
licensure examination, Minnesota re- 
quires that a foreign graduate: 

@ Be a graduate of a medical school 
that has been evaluated and classi- 
fied by the AMA as a recognized 
school of medicine. 

@ Complete two full years of study 
in the School of Medicine at the 
University of Minnesota, or “satis- 
factorily serve a full two years rotat- 
ing internship in an approved hos- 
pital in Minnesota. During this time 
he must obtain by examination a 
Minnesota Basic Science Certificate. 
The foreign graduate must, in addi- 
tion, register with the Board before 
entering upon undergraduate study 
or hospital training. 

@ The applicant should also furnish 


in his own handwriting (with typed 
copy), particulars of his history, and 
detailed data of preliminary and 
medical education and experience. 
@ All credentials from foreign 
schools must be translated into Eng- 
lish over the seal and signature of 
the American consul in the country 
where the documents were issued. 
Evidence that the applicant is fa- 
miliar with the English language 
must be furnished. 

@ Declaration of intention to be- 
come a citizen of the United States 
is required. 

All residents in medicine in Min- 
nesota are required to first obtain a 
Minnesota Basic Science certificate 
and a Minnesota Medical License. 

For further information write to: 


Dr. F. H. Magney, Secretary. 230 
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Lwty Medical Arts Building, St. For further information write to: 
Pul 2, Minnesota. Dr. Felix J. Underwood, Executive 
Officer, Old Capitol, Jackson, 

MISSISSIPPI 


Mississippi. 

The State of Mississippi requires 
tut a foreign graduate, to be eligi- MISSOURI 
blk to take a medical license ex- The State of Missouri requires 
amination : that a foreign graduate, to be eligi- 
Be a graduate of a school ap- ble to take a medical license exami- 
pived by the American Medical As- nation: 
sociation. @ Be a full citizen of the United 
Be a full citizen of the United States. 
Sutes. @ Have at least one year of an ap- 
Spend at least one year as an in- proved rotating internship. This can 
em or resident in an approved hos- _ be taken in any state. No postgradu- 
pial in the United States. ate courses are required. 

There is no reciprocity for for- There is no approved medical 
fn graduates licensed in other school list. The Missouri Board, 
ites. however, does give some consider- 
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Meprobamate with PATHILON® Lederle 


» Min. §nbines Meprobamate (400 mg.)the most widely prescribed tranquilizer . . . helps control 

‘tain a | ©MOtional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
bituation... with PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 

i high effectiveness in the treatment of many G.I. disorders. 

nse. mage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 

ite to: * Trademark © Registered Trademark for Tridihexethy! lodide Lederle 

.. 20 Ss LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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hon to the AMA list. 
Recognition of a foreign-trained 
pysician’s service in the U.S. 
med Forces is made to some ex- 
at. Each individual is considered 
arately. 

Yo foreign graduate is licensed by 
reiprocity; no basic science exam 
isrequired of applicants. 

for further information write to: 
\t. John A. Hailey, Executive Sec- 
mary, P.O. Box 4, Jefferson City, 
Mssouri. 


MONTANA 


To be eligible for Montana li- 
ensure, a foreign graduate must: 
(Be a full citizen of the United 
Sates. 

( Be a graduate of a medical school 
carrently and at the time of the is- 
sance of the diploma approved by 
te American Medical Association. 
Foreign graduates who hold full 
ciizenship papers are eligible for 
reiprocity. 

For further information write to: 
Dr. Sidney A. Cooney, Secretary, 7 
V. Sixth Avenue, Helena, Montana. 


NEVADA 


The State of Nevada permits only 

gaduates of accredited U.S. or 
Canadian schools to take its medical 
license examination. 
For further information write to: 
Dr. George H. Ross, Secretary, 112 
Curry Street, Carson City, 
Nevada. 
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are required give your patient 
that extra lift with “Beminal” Forte. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
Pyridoxine HCl (Be) .......... 3.0 mg. 
Calc. pantothenate ............. 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 


Vitamin Biz with intrinsic factor 
concentrate...... 1/9 U.S.P. Unit 


Improved formula 


“BEMINAL? 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, 
depending upon the needs of the patient. 


Supplied: No. 817—Bottles of 100 and 1,000 
capsules. 


@ AYERST LABORATORIES 


New York, N. Y. « Montreal, Canada 
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Questions are from a civil servic: | 
examination given to candidates fo enon! 
physician appointments in ' 
government. 
helnterr 
joston 
Answers on page 197 
hos has 

to ac 
, quic 
ratolog 
e term 
pwiron 
get whi 
nts Vv 
tant « 
spotted fever, typhus and meningo-gmp**te4 | 


coccus meningitis. The microscopelser of 
would be of greatest immediate diag-fPwious 
nostic assistance in: (A) smallpox; 
1. The most reliable clinical evi- (B) Rocky Mountain spotted fever; 
dence of active rheumatic carditis (C) typhus; (D) meningococcusimrcent « 
is: (A) changing P-R interval in meningitis. toy 
the electrocardiogram; (B) acute ge. It 
joint inflammation; (C) unusual 4. Assume that the hotel physician edb 
blood sedimentation rate; (D) fever. made a tentative diagnosis of small-M..;., 7 
pox in the case described in thefMastient 
2. A patient who has refractory question above. The one of the fol- sore 
chronic urethritis, conjunctivitis, and lowing courses of action most ap-{Msunts 
arthritis has a disease which is re- propriate in handling such a caseqm’Y °! 
ferred to as: (A) Weber-Osler syn- iis: (A) keep the patient strictly in 
drome; (B) Libman-Sacks disease; isolated in his hotel room and caredfMMits a « 
(C) Reiter’s syndrome; (D) Pick’s for by the hotel physician; (B) — 
disease. telephone the epidemiological servicefBford 
of the New York City Health De-JFedefic 
3. An American business man re- partment and request assistance:#M. « g 
turned by airplane from Mexico and (C) transfer the patient to a private fitherap 
registered in a New York hotel. Five hospital via private ambulance; (D) 
days after arrival he became very ill transfer the patient immediately to 
with fever and a hemorrhagic skin his home in Connecticut and notify 
rash. He shortly became comatose. the Connecticut State Department of 
The hotel physician had to make an _ Health. 
immediate differential diagnosis 


among smallpox, Rocky Mountain 5. In the treatment of simple hypo 
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NEW INTRAMUSCULAR IRON PROVIDES 
PRECISION THERAPY, PROMPT RESPONSE 


ERON,® the new intramuscular iron-dextran 
alex, was introduced to American hematol- 
ss at the Sixth International Congress of 

ibeinternational Society of Hematology held 

oston, August 27 to September 1, 1956. 

Rent experience from over 6 million injec- 

ios has shown that this iron preparation is 
sto administer, notably free from toxic ef- 

, quickly absorbed and productive of rapid 
ratologic and clinical improvement. It has 
e termed “...the only therapeutically effec- 
iwiron preparation for intramuscular use....”" 

(RON meets the need for a safe, effective 

t when parenteral iron is preferable for 
ents with iron deficiency anemia who are 
tant or intolerant to oral iron, those with 
ted iron reserves and those who require 
gd restoration of hemoglobin, e.g. last tri- 
mter of pregnancy. 

ious parenteral iron preparations were 
mtisfactory because of toxicity, pain on 

ion, or because they contained insufficient 

2. IMFERON contains the equivalent of 5 
cent elemental iron. It is more stable than 
» saccharate both in vitro and in vivo and 
s not precipitate in plasma over a wide pH 
ge. It is isotonic with tissue fluids and has 
H of 5.2 to 6.0' Utilization for hemoglobin 

ation is almost quantitative. 
ision Therapy with IMFERON: Before treating 
tient with IMFERON, total iron requirement 

alculated by formula or determined from a 
wenient dosage chart. Then appropriate 

munts of IMFERON are injected daily or 

wry other day, until the total calculated 
aired amount is given. 
Deficiency Anemia of Infancy: IMFERON pro- 

@s a convenient safe means for restoring 

oglobin levels and iron reserves in anemic 
nints. Excellent results were obtained by 

@ford and Jennison*® with IMFERON in 100 

wdeficient infants. From a pretreatment 

wage of 54:5 per cent, hemoglobin levels 

m to 87 per cent 10 weeks after the start 
therapy. 


mces: (1) Brown, E. B., and Moore, C. V., in 
antins, L. M.: Progress in Hematology, New York, 
 & Stratton, Inc., 1956, vol. I, p. 25. (2) Gais- 
i, W., and Jennison, R. F.: Brit. M. J. 2:700 (Sept. 
1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 


B56. (4) Sturgeon, P: Pediatrics 18:267, 1956. 
Jenison, R. F., and Ellis, H. R.: Lancet 2:1245 


ee. 18) 1954. (6) Scott, J. M., and Govan, A. D. T.: 
M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, A., 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were 
similarly benefited. IMFERON gave “...all the 
advantages of transfusion or intravenous ther- 
apy without the disadvantages.”” There were 
no side effects in any of the infants treated. 
Wallerstein’ confirmed these results, furnishing 
evidence that IMFERON is well absorbed and 
appears in the bone marrow 12 to 24 hours 
after injection. Results are equal to those with 
intravenous saccharated iron oxide without the 
unpleasant side effects. Sturgeon‘ showed that 
the first year’s iron requirements in infancy can 
be supplied with three injections of IMFERON. 
Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic preg- 
nant women. In those with severe anemia who 
are first seen late in pregnancy, prompt 
hemoglobin regeneration is unobtainable with 
oral iron. IMFERON produced prompt hemo- 
globin responses in ia of preg y,°* the 
results being similar to those obtained with 
intravenous saccharated iron oxide. Side effects 
were virtually absent with IMFERON.** 
Resistant Hypochromic Anemia: Patients who do 
not respond to oral iron, those who cannot take 
oral iron and those with gastrointestinal pathol- 
ogy respond well to injections of IMFERON.”™" 
While oral iron is of little value in treating 
the anemia of rheumatoid arthritis, IMFERON is 
“...as beneficial as intravenous iron and easier 
to administer.” 

Present Studies: Published reports and recent 
findings of clinical investigators confirm the 
effectiveness and safety of IMFERON for hemo- 
globin regeneration and creation of iron stores. 
More than 70 studies are now being completed 
in the United States. Reports stress prompt 
hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desir- 
ing additional information should request 
Brochure No. NDA 17, IMFERON, Lakeside 
Laboratories, Inc., Milwaukee 1, Wisconsin. 


and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731 
1955. (8) Millard, J. B., and Barber, H. S.: Ann 
Rheumat. Dis. 15:51, 1956. (9) Baird, I. M., and 
Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 


(10) Cappell, D. F.; Hutchinson, H. E.; Hendry, E. B., 
and Conway, H.: Brit. M. J. 2:1255 (Nov. 27) 1954. 
(11) Stevens, A. R.: A.M.A. Arch. Int. Med. 96:550 
1956. 


IMFERON® IS DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER 
LICENSE FROM GENGER LABORATORIES, LIMITED. AVAILABLE IN 2-CC. 
AND S-CC. AMPULS THROUGH YOUR REGULAR SUPPLIERS. 
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chromic, microcytic anemia of chron- 
ic blood loss, such as might occur 
with hemorrhoids, the antianemic 
agent of choice is: (A) Vitamin 
Bio; (B) FeSO,; (C) folic acid; 
(D) B,. and FeSO,. 


6. A 60-year-old man complains of 
progressive dyspnea on exertion and 
chronic cough for a number of years. 
He was gassed in World War I but 
was able to do heavy physical work 
without difficulty after discharge 
from the army. Examination reveals 
a blood pressure reading of 106/60 
mm. Hg., diminished breath sounds, 
rhonci and rales in both lungs and 
percussion note which is hyper- 


6,000 CLINICAL STUDIES 
Automatic data processing machines 
helped to speed the evaluation of clini- 
cal results from 6,000 diabetics on 
Orinase.* Cases were evaluated on 
the basis of 29 criteria. 


*Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn 


| 


Tue UPJOHN COMPANY 
Kalamazoo, Michigan 


resonant. By x-ray the heart is sma | 
and lung fields very clear with ac. 
centuated hilar markings. The elec. 


deectic 
hy 


mr.ne 


trocardiogram shows right axis bazodi 
deviation and inverted T waves in 

lead V;. Vital capacity is 80 per cent tl Pay 
of normal and the oxygen saturation wecist 
of the arterial blood is 84 per cent bch 
with CO, content of 80 per cent. inrgar 
The cause of these symptoms is most shalin 
likely to be: (A) cardiac insuffi 


ciency; (B) tuberculosis; (C) pul- 


ganic 
monary insufficiency due to chronic lie p 
emphysema; (D) chlorine poison- 
ing. gnic 
: le p 
7. The one of the following diseases me © 


whose etiological agent does not 
belong to the general group of 
Rickettsia is: (A) Q fever; (B) 
tularemia; (C) typhus fever; (D) 
Rocky Mountain spotted fever. 


8. “Spider angiomata” appearing in 


fast 
patients with cirrhosis of the liver 
are generally believed to be caused im MFO" 
by: (A) photosensitivity due to a ont 


disturbance of porphyrin metabol- 
ism; (B) failure of the liver to 
catabolize estrogens; (C) deficiency 
of B-complex vitamins; (D) elevated 
venous pressure. 


9. A disorder of copper metabolism 
has been found in: (A) Wilson’s 
disease; (B) Von Gierke’s disease; 
(C) Milkman’s syndrome; (D) 
Kimmelstiel-Wilson’s disease. 


10. Of the following drugs, the one 
which has been found useful in the 
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ection of pheochromocytoma is: 
(\) hydrazinophthalazine; (B) ben- 
mrne; (C) pyribenzamine; (D) 
bazodioxane. 


ll Paget’s disease of bone is char- 
eristically associated with: (A) 
hish serum calcium, normal serum 
imrganic phosphate, high serum 
phosphatase; (B) high 
gum calcium, high serum inor- 
gic phosphate, high serum alka- 
lie phosphatase; (C) normal se- 
mm calcium, normal serum inor- 
gic phosphate, high serum alka- 
lee phosphatase; (D) normal se- 
nm calcium, high serum inorganic 


phosphate, high serum alkaline 


phosphatase. 


12. A man of 30 presents with a 


classical history and x-ray evidence 
of gastric ulcer. Symptomatically he 
makes an excellent response to diet 
and antiacid therapy; an x-ray at 
the end of three months of treatment 
shows a slight decrease in the size 
of the lesion. The management 
should be to: (A) gastroscope 
patient and attempt to obtain ex- 
foliated gastric mucosal cells for 
cytologic study; (B) continue diet 
and antacids as long as symptomatic 
improvement continues and the x-ray 


jrompt antimycotic 


ontinuing prophyla 


o” most effective and convenient therapy and continuing prophylaxis, use 
senex as follows: 


tNIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 
bring the DAY the Powder (zincundecate)—1% oz. and 1 Ib. containers. 
er every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 
In otomycosis Desenex solution or ointment 


Write for free sample supply to Professional Service Department. x 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. ° 
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STUDIED IN 18,000 PATIENTS 
Orinase* was used investigationally 
in more than 18,000 patients prior to 
its release on June 3, 1957. 


*Trademark, Reg. U.S. Pat. Off.—tolbutamide, Upjohn 


THE UPJOHN COMPANY 
Kalamazoo, Michigan Upjohn 


Accident, Sickness 
and 
Hospital Insurance 
for 
Physicians and Dentists 
Exclusively 
eee 
Physicians Casualty 
and 
Health Associations 


Omaha 31 Nebraska 
Since 1902 


lesion does not increase in siz»: | ¢ 
continue diet and antacids but ; 
addition place patient on restric 
activity for 30 days to help speef 
the rate of healing; (D) discharg 
patient from close supervision, to re 
turn only if he develops disturbing 
symptoms again. 


13. Classical subacute bacteria 
(Strept. viradans) endocarditi 
usually does not occur when: (A 
rheumatic subcutaneous nodules ar 
present; (B) auricular fibrillation ; 
present; (C) only a single valve ha 
rheumatic involvement; (D) ther 
have not been repeated previous at- 
tacks of active rheumatic fever. 


14. An important factor in the differ. 
entiation of infectious hepatitis from 
serum hepatitis is the: (A) differ: 
ence in incubation period; (B) 
degree of jaundice; (C) presence or 
absence of gastrointestinal symp. 
toms; (D) characteristic abnormal- 
ities in hepatic function tests. 


15. Streptomycin is most disappoint 
ing in the treatment of: (A) cola 
bacillus pyelitis; (B) Friedlaender: 
bacillus pneumonia; (C) influenza 
bacillus meningitis; (D) typhoid 
fever. 


16. A man of thirty-five years of age 
has a large firm solitary nodule in 
the right lobe of the thyroid gland, 
unassociated with hyperthyroidism. 
The best management is: (A) no 
treatment; (B) surgery; (C) ad- 
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(D) 


ainistration of radioiodine; 
adiotherapy. 


7. Norepinephrine in therapeutic 
losage raises the blood pressure in 
ssociation with: (A) _ increased 
ardiac output, unchanged periph- 
vascular resistance, tachy- 
ardia; (B) increased cardiac out- 
jut, reduced peripheral vascular 
sistance, unchanged pulse rate; 
C) unchanged cardiac output, in- 
weased peripheral vascular resist- 
ince, tachycardia; (D) reduced 
vardiac output, increased peripheral 
vascular resistance, bradycardia. 


18. In view of the present-day med- 
ical and surgical advances, ll 


asymptomatic patients with the 
murmur of mitral strenosis should 
have: (A) regular medical exam- 
inations; (B) digitalis; (C) limited 
physical activity; (D) the operation 
of mitral commissurotomy as a pre- 
ventive measure. 


19. Of the following drugs, the one 
which is contraindicated in ventricu- 
lar tachycardia is: (A) procaine 
amide; (B) quinidine; (C) adrena- 
lin; (D) oxygen. 


20. Two hours after a motorcycle 
accident the victim lapses into a 
coma and the right pupil dilates. 
X-rays show a fracture line that 
crosses the right middle meningeal 


when anxiety and tension “erupts” in the G. I. tract... 
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and irritable colon 


Meprobamate with PATHILON® Lederle 


- helps control the 
“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer. . 


habituation . 


. with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 


and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 
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Good 


records are 
fasy to keep! 


THE DAILY LOG is designed 
specifically for the medical profession—a 
thoroughly ORGANIZED ‘and UP.-TO.- 
DATE system preferred by thousands of 
physicians since 1927. 


GIVES FACTS for management 


—for tax returns. Professional and per- 
sonal figures kept separate. No book- 
keeping knowledge required. Whether 
you do your own bookkeeping, or the 
work is done by an assistant, the Daily 
Log is SIMPLE and EASY to use. 


FULLY DATED with month, 


date and day printed on each Daily 
Page. 


LOOSELEAF forms bound in 


dated, attractively embossed screw-post 
binder. Handsome 7-ring, flat-opening 
binder also available to hold forms from 
“post-bound” editions. Return forms to 
original post-binder for safe, accessible 
storage at end of year. 


PRICES: Regular Edition—one 36 
line page a day, one volume, dated for 
calendar year 1958—$7.75. Double Log 
Edition—two facing pages of 36 lines 
for each day, two volumes, dated for 
calendar year 1958—$13.50. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


COLWELL PUBLISHING CO. 


271 UNIVERSITY AVE. CHAMPAIGN, ILL. 


artery channel and extends inio t} - 
right frontal sinus. The most like}; 
diagnosis is: (A) cerebral contusioy 
and edema of the right tempore] 
lobe; (B) subdural hematoma: (C) 
post-traumatic progressive intra. 
cranial aerocele; (D)_ epidural 
hematoma. 


21. The one of the following which 
is the best treatment for the condi- 
tion described in question 20 js: 
(A) administration of caffeine 
sodium benzoate and oxygen; (B) 
trephination; (C) intravenous hy- 
pertonic glucose; (D) lumbar punc- 
ture. 


22. Diabetics are prone to develop: 
(A) premature arteriosclerosis; (B) 
Buerger’s disease; (C) thrombocy- 
topenic purpura; erythrome- 
lalgia. 


23. Shortly after having been 
stabbed in the head by an icepick, a 
man has no localized complaints and 
no abnormal physical findings ex- 
cept for a fresh punctate wound 
high in the right temple. X-rays 
showed a few small fragments of 
bone at the site of injury, nearly an 
inch inside the skull. Of the follow- 
ing, the best treatment is: (A) local 
application to the wound of antisep- 
tic solution; (B) debridement and 
suturing of scalp wound only; (C) 
irrigation of the wound with penicil- 
lin solution; (D) formal craniotomy 


for removal of the small bone chips. 
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4. A patient, male, age 45, is ad- 
titted to the hospital with a diag- 
ysis of acute pancreatitis confirmed 


physical and laboratory exami- |. 


ntions. The presently accepted 
iamediate treatment on admission 


is (A) immediate drainage of pan- | 


ceas; (B) supportive intravenous 
terapy and bed rest; (C) chole- 
gstostomy; (D) cholecystectomy. 


5. Of the following conditions, the 
ae which is an indication for im- 
nediate thoracotomy in a fresh 
yound of the chest is: (A) re- 
uined bullet in the lung; (B) 
temothorax; (C) hemopneumothor- 
x; (D) persistent hemorrhage. 


6. The one of the following nerves 
vhich lies in a superficial position 
sear the knee and is liable to injury 
is the: (A) peroneal nerve; (B) 
wiatic nerve; (C) femoral nerve; 
'D) posterior tibial nerve. 


2. The arthropod vector of Rocky 
Mountain spotted fever is the: (A) 
body louse; (B) mite; (C) ano- 
pheles mosquito; (D) tick. 


“MEDIQUIZ” ANSWERS 


1(A), 2(C), 3(D), 4(B), 5(B), 
6(C), 7(B), 8(B), 9(A), 10(D), 
1i(C), 12(A), 13(B), 14(A), 
15(D), 16(B), 17(D), 18(A), 
19(C), 20(D), 21(B), 22(A), 
23(D), 24(B), 25(D), 26(A), 
2"(D). 
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in any urinary tract disorder 


Pyridiunf is the specific for 
fast relief of pain, urgency, 
frequency and burning 


Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 

Dosage: 2 tablets before each meal. 


Supplied: Bottles of 12, 50, 500 and 1,000. 
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Going Into Practice? There Are Many choice 


opportunities in all fields which you woul 
not normally be aware of. We have man 
that might interest you. Write us. 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


Rates 


Personal classified advertising rates 
are $3.00 for ads of thirty words or 
less plus 10c for each additional word. 
When a box number is used and an- 
swers sent care of ResiweENT PHYSICIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 


For semi-display ads set in bold face, 
the rate is $3.75 for 30 words or less, 
plus 15c for each additional word. 

Commercial classified rates are $4.50 
for ads of twenty words or less plus 15c 
for each additional word. Commercial 
rates include all ads of manufacturers, 
dealers, agencies, etc. Count four addi- 
tional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $5.90 for 20 
words or less, plus 20c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. RESWENT 
Puysician, 1447 Northern Boulevard, 
Manhasset, New York. 


PHYSICIANS WANTED 


GENERAL PRACTITIONER—California licens 
required; man group; excellent workin 
conditions; basic salary $12,000 annually plu 
percentage when qualified. P. O. Box 213) 
Inglewood, California. 


RED BANK-PSYCHIATRISTS: child, Directoy 
and assistant director; state operated; thre 
discipline mental hygiene clinic, principa 
children; near New York; beaches clos# 
good schools; choice residential! 
eligibility for state licensure essential; star: 
ing salary $12,600, $11,400 and $9,600, fiv 


Hospital, Marlboro, New Jersey, 


GENERAL PRACTITIONER for permanent a: 
sociation with general practice group 
northwest Chicago, Regular hours, pleasar 


working conditions, unusual opportunity 
7800 West Higgins Road, Chicago 3 


WANTED: STAFF PSYCHIATRIST—Board eli, 
ible or finishing formal training in 1957} 
ctive teaching of residents and medica’ 
students. Participation and supervision 0 
psychotherapy in intensive Treatment Service. 
Research involved in new biochemical trends. 
Progressive patient-oriented programs 
clude patient-government and_ individua 
community employment. Write or phone 
E. P. Brannon, M.D., Manager, VA Hospite 
Coatesville, Pennsylvania. 
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Library) 


Hospita 


HOMES AND OFFICES FOR RENT 


ak RENT—Cranford, New Jersey: 3 office 
wites in new medical- surgical building; op- 
ortunity for ENT, Pediatrician, Obstetri- 
cian; growing wealthy metropolitan com- 
nunity; hospital facilities available, Call or 
wite: Dr. Neil Castaldo, Medical-Surgical 
Building, 214 Walnut Ave., Cranford, 
Jersey, Br 6 


HOMES AND OFFICES FOR SALE 


OME-OFFICE COMBINATION FOR SALE. 
Practiced here part-time while takin 
residency in NYC and avrene over $16,000 
yearly to support my family. Ranch; corner 
ot. Practice good. John ¢. Monyak, 

24 Swallow Lane, Levittown, New york 


EQUIPMENT FOR SALE 


SLL AT BARGAIN: Unused, monocular Zeiss 
microscope, oil immersion, in case, $200.00, 
32 mastoid, 100 various ‘ENT instruments, 
coms and mastoid sections. Paul Erlanger, 


E. Henrietta Road, Rochester, 
N.Y. 


ALL 
RESIDENTS: 


To be certain you won't miss a ° 
single copy, please notify us at 
least 30 days in advance of any 
change in your hospital mailing 
address. Drop a card to RESIDENT 
Puysician, 1447 Northern Blvd., 
Manhasset, N. Y. State both old 
and new hospital addresses, your 
specialty and your chief of 
service. 
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The first autoclave 


with Oomph / 
Castle’s full-color 999 


Good looks don’t make an autoclave 
run any better. But they do give it 
that modern, professional touch that 
inspires confidence in your technique. 

The new 999 is the first portable 
autoclave designed to do that for you. 

Gone are the protruding valves, 
tanks and spigots of yesterday’s steri- 
lizer. Everything’s enclosed in a sleek, 
streamline casing of gleaming enamel 
and satiny chrome—the best looking 
autoclave ever! 

Finished in soft pastels, with a 
choice of Jade Green, Coral or Silver- 
tone colors, the unit complements 
your present equipment, harmonizes 
with room surroundings. 

And the 999 rates just as high on 
performance as on looks. 

Itis the simplest—one handle control. 

It is the safest — 

6 safety features. 

{t is the fastest — 
double shell con- 
struction speeds 
recycling. 

See one at your 


dealers, or write for 
Jfuil-color folder. 


LIGHTS & 
Castle STERILIZERS 
WILMOT CASTLE COMPANY 
17304 East Henrietta Rd., Rochester, N.Y. 
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Abbott Laboratories ..... 37, 141, 142 
American Cyanamid Co., Surgical 
Products Division ......... 43, 139 


Armour Laboratories, The ..130, 131 


Ayerst Laboratories .4, 6, 177, 188, 189 
Blue Shield Commission ....... 151 
Bristol Laboratories, Inc. ....45, = 
Beistel-Myers Ce. 
Burroughs Wellcome & Co. ..... 2 
Carnation Co. & Subsidiaries .. 153 
Comte Wit 201 
Pharmaceutical Products, 
Calwell Publishing Co. ......... 196 
Department of the Army ....... 26 
Eaten Laboratories 113 
Endo Laboratories ............. 39 
34 
Lakeside Laboratories, Inc. ..... 191 


Lederle Laboratories, Division of 
American Cyanamid Co. 

21, 119, 125, 145, 178, 185, 187, 195 

Lilly & Co. Eli 135 


Lloyd Brothers, Inc. ........ 158, 159 
McNeil Laboratories ..... 13, 147, 161 
Maltbie Laboratories ......... 32, 193 
Massengill Co., The S. E. ...... 22 
Mead Johnson & Co. ........ Cover 4 
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Merck Sharp & Dohme, Division 

of Merck & Co., Inc. ....10, 33, 173 
8 
Ortho Pharmaceutical Corp. .... 117 
Parke, Davis & Co. ............ 31 
Pfizer Laboratories, Division of 


Chas. Pfizer & Co., Inc. ...... 27 
Professional Printing Co. 165 
Robins Co., Inc., A. H. 

14, 15, 171, 179 


Roche Laboratories, Division of 
Hoffmann-LaRoche Ine. 


28, 29, 46, = 
Sanborn Co. 163 


Schmid, Inc. Julius ............ 40 
Smith, Kline and French Labs. 


41, 120, 121 
Squibb & Sons, E. R. ........... 2 
Travenol Laboratories .......... 
U.S. Vitamin Corp. .......... 114, 15 


Upjohn Co., The 
155, 181, 184, 192, 194, 200 

Wallace Laboratories 18 
Warner-Chilcott Laboratories 

Cover 2, 133, 197 
White Laboratories, Inc. ..... 182, 183 
Winthrop Laboratories ........ 24, 25 
Wyeth Laboratories 

102, 103, 127, 137 


WHAT’S THE DOCTOR’S NAME? 
(from page 184) 
VircHow 


VIEWBOX DIAGNOSIS | 
(from page 23) 
Scirrhous Carcinoma of the 
Stomach (Leather-bottle) 
Note persistent narrowing with 
rigidity and absence of peris- 
talsis of most of the stomach. 


RESIDENT RELAXER 

(puzzle on page 17) 
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